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‘BROAD ‘SPECTRUM PENICILLIN 


ENBRITIN 


NOW AVAILABLE 


REDUCED 
PRICE 


PFENBRITIN IS:— 
* More active than either the tetracyclines or chloram- 
phenicol against the Gram-positive and Gram- 
negative organisms usually associated with chronic 
bronchitis and many gastro-intestinal and urinary 
tract infections. 

* Highly bactericidal. 
* The only non-toxic broad spectrum antibiotic. 


Each capsule contains 250 mg. of 6 [D(—) oc-aminophenylacetamido] penicillanic acid. 


-PENBRITIN IS A NEW BRITISH PENICILLIN 
-FROM THE BEECHAM RESEARCH LABORATORIES 


BEECHAM RESEARCH LABORATORIES LTD ‘2, 
Brentford England - Telephone: ISLeworth 4111 


u 
| 
f 
* 
: | 
| 


a 


Nov. 25, 1961 BRITISH MEDICAL JOURNAL ADVERTISEMENT 


The hardest thing to 
prescribe for your 
patients is—PATIENCE 


But when you prescribe Plaquenil 

for your rheumatoid arthritic patients, 
you must warn them that a saturation 
period is necessary before beneficial 
results can be expected. Nevertheless, 
there is probably no other drug 

which offers a better hope of improvement 


for the arthritic. 

Used in combination with analgesics, 
Plaquenil is a safe, long-term 
treatment which rewards patience 


with major improvement. 


PLAQUENIL 


background therapy in rheumatoid arthritis 


Plaquenil is hydroxychyroquine sulphate 
Basic NHS cost of an average week's treatment 
(maintenance dosage 2 tablets daily) : 6/4 


Bayer Products - Division of Winthrop Group Limited - Winthrop House - Surbiton-upon-Thames - Surrey 
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F el ta Zin controls I relieves 


2 to 4 mg three times daily 


Fentazin tablets contain 2 mg or 4 mg perphenazine. 
Bottles of 50 and 500. 


Allen & Hanburys Ltd Bethnal Green London E2 


‘FENTAZIN' is a Trade mark AH 213 
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brand of oxytetrdeycline 


because 

it overcomes with greater certainty : 
the commonest pathogens in chronic bronchitis — 
h. influenzae and pneumococci 


because 
its accepted daily cosa regimen 
is fully adequate ... **nquestionably safe 


bow where you are with Temamycin 


SCIENCE FOR THE WORLD'S WELL-BEING 
Pfizer Ltd - * Sandwich - Kent - 
PF305/11317 


* Trade Mark 
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This bed will free with Anabolex 
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the protein anabolic compound 


ANABOLEX promotes return of appetite, increased weight and a sense of well-being 


Convaiescence following serious and debilitating 
disease or major surgery can be shortened by the 
administration of Anabolex (androstanolone). 
Anabolex stimulates protein anabolism and in- 
creases the body’s capacity to replace lost protein. 
Patients feel better, eat better and gain weight. 
Anabolex is non-virilizing in therapeutic doses 
and is safe for patients of all ages and both sexes. 


Samples and literature will gladly be sent on request 


INDICATIONS: Middle aged or elderly 
debilitated patients. Convalescence following 
major surgery, serious disease, or severe burns 
and traumata. Pre-surgical preparation. Senile, 
post-menopausal and _ corticosteroid-induced 
osteoporosis. Wasting diseases. Malnutrition 
and emaciation. 

PRESENTATION: Tablets each containing 
25 mg. androstanolone in vials of 25, 100 and 
250 at a basic NHS cost of 20/-, 70/- and 160/-. 


LLOYD-HAMOL LIMITED, 11 WATERLOO PLACE, LONDON S.W.1 ® 
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DEXAMETHASONE 


bronchial asthma 


“Gentle breath of yours my sails must fill, or 


else my project fails, which was to please.” 

(Prospero, Epilogue, The Tempest) 
ADVANTAGES 
Rapid relief—24 or 48 hours after commencing therapy 
Dyspnoea, wheezing and number of asthmatic attacks reduced 
Physical activity and appetite improved 
Vital capacity restored 
Expiratory volume improved 
Need for adjunctive therapy with adrenaline and bronchodilators 
considerably diminished 


Full information on ‘Decadron’ is available on request 


Tablets of 0.5 mg. and of 0.75 mg. ((DECADRON’-75), in 
bottles of 30, 100 and 500 


Made in England by: 
2) MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 


Illustration from: Decorative Printed Maps of the 15th to 18th Centuries, Staples Press, London 


| 


NEW Beecham Research Laboratories, 
I GH the House of the New British 
Penicillins, announce yet another 


P OTEN bY significant addition to their 
range-Brocillin, an Oral 
PENICILLIN Penicillin: | 


B R O C I L L I N IS A PRODUCT OF BRITISH RESEARCH AT THE 
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BRL 284 


is highly effective against streptococci, 
pneumococci, and sensitive staphylococci 


is the most effective oral penicillin against 
mildly resistant staphylococci 


fk. gives serum levels considerably higher than 
_ those achieved with injections of penicillin G and 
FOUR times those obtained with 
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when 

a ‘wait’ 
becomes 

a ‘congestion’ 


You're never alone with a virus! 

When ‘cold spell’ viruses mount their 
massive winter attack, soothe away upper 
respiratory tract congestion with 
KARVOL—today’s simplest, most effective 
decongestant. It is easily expressed into hot 
water or on to handkerchief, pyjamas or 
pillow without fear of staining. 

The handy, one dose KARVOL capsules fit 
easily into pocket or handbag... 

provide instant relief anywhere, night or day. 


In containers of 10 capsules. 

Each capsule contains: 

Menthol Chlorbutol 6°6°; 

Oil of Cinnamon 2°7°;, Oil of Pine 18 8% 
Terpineol 14:8°,, Chlorothymol 0:7', 
Basic NHS cost: 10 capsules 10!d. 


KARVOL 


INHALANT GAPSULES 


Q THE GROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON NW10 
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DANDRUI | medical problem 


Many people suffer from dandruff but 
few think of it as a medical problem 
(although to the sufferer it certainly 
is areal problem). Even fewer 
are aware that there is a medical 
answer: SELSUN 
Selsun, a suspension of selenium sulphide, - 
is proven effective treatment 
for both simple dandruff and 
seborrhoeic dermatitis. 


Your advice and a prescription 
for Selsun will 
bring quick and lasting relief. 


Selsun is available in 1, 2 and 4 fl. oz. bottles. 


REGD 


SELSU 


NA. edicah answer 


ABBOTT LABORATORIES LTD QUEENBOROUGH KENT 
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a marked advance 
in the treatment 
of skin disease 


‘DECASPRAY’ represents a striking advance on other 
methods; it offers unexcelled convenience, uniformity of 
applicationandreducedrisk of spreading dermatosesand 
introducing infection. The cooling propellant promptly 
relieves burning and itching. From every angle 
‘DECASPRAY’ is the modern treatment for skin disease. 


Decaspray 


TOPICAL AEROSOL 


DEXAMETHASONE and NEOMYCIN SULPHATE 


Supplied in 90G. spray pack, containing 10mg. dexamethasone 
and 50mg. neomycin sulphate, sufficient for approximately 130 
separate applications. 

Also available as ‘DEcASPRAY’ Small, in 30G. spray pack. 
Precautions: ‘DECASPRAY’ Should not be used in the presence of 
tuberculosis of the skin. It should not be sprayed into the eyes, 
ears or nose. 


*Trademark 


Made in England by 
Tse MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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hlorthalidone 


Long-Acting Oral Diureti 
Concept of Diuretic Therapy 


Prolonged action with gentle 
removal ef oedema 


Continuing control of 
oedema eliminating abrupt 
diuretic episodes 


Avoidance of the 
physiological and 
psychological stress of the 
rebound phenomenon 


Balanced action minimizing 
electrolyte imbalance 


Patient acceptability 


Facilitation of nursing 
routine at home or in 
hospital 


ygroton is available as tablets each 


4’-chlorophenyl)-3-hydroxy-isoindoline. 


Nov. 25, 1961 ee 7 
Hygroton’ Gei 
7 inimal side-effects 
Geigy Pharmaceutical Company Ltd., 
containing 100 mg |-oxo-3-(3’sulphamoyl- Wythenshawe, Manchester, 23. , 
Containers of 15, 100 and 500. Pyne 
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the only 
air-permeable 


waterproof 
dressing 


Elastoplast Airstrip is the only dressing 

in the world that is waterproof and 
air-permeable. Being non-occlusive it 
does not cause maceration but permits the 
wound to dry, allowing rapid 

primary healing 


prevents maceration 


can be left on until 
the wound heals 


stretches in any direction 


antiseptic, elastic pad 


individually wrapped 
and sterilised 


an js aid to surgery 


SMITH & NEPHEW LIMITED 
WELWYN GARDEN CITY HERTFORDSHIRE 
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lori 


-iminodibenzyl hydrochloride 


The specific 
for the treatment 
depression 


Geigy Pharmaceutical Company Ltd., 


Wythenshawe, Manchester 23 


~ | 0 ra 

\ y-Dimethylaminopropyl) 


10 BRITISH MEDICAL JOURNAL Nov. 25, 1961 


SGnnouncing: 


A MOST ACTIVE 
ANTIBIOTIC AGAINST 
PATHOGENIC GRAM- 
NEGATIVE ORGANISMS 


esistant strains of Gram-negative 
organisms such as Pseudomonas 
pyocyanea, Klebsiella aerogenes 
and Escherichia coli now represent 
a major problem in therapeutics. 


Clinical reportson COLOMYCIN clearly 
show that it fills a gap in the 

treatment of infections due to Gram- 
negative organisms. It is of 


INTRAMUSCULAR INJECTIONS outstanding value in the treatment 
for urinary and systemic of gastroenteritis and urinary 
infections. infections, particularly those cases 
TABLETS for gastro-intestinal which have been found resistant to 
infections. antibiotics in conventional use. 


* cotomycin is notable for lack of toxic side-effects 
and in particular the absence of renal damage 
allows an exceptionally high degree of therapeutic safety. 


avalalle fiom 


PHARMAX LIMITED 


Western House, Gravel Hill, 
Bexleyheath, Kent. 


COLOMYCIN is marketed in America 
and Europe under the trade names 


“Colimycine”’ and ‘‘Colistin’’. 
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after 3 years of clinical experience an assessment of ‘DISTAVAL’ 


Without question, the most significant property of ‘Distaval’ 
—recognized since its early days—is its safety on gross 
overdosage. This is impressively confirmed by more than 
eighty reported cases. The record overdose reported so far in 
Great Britain is 6,500 mg. (unpublished), while in Europe a 
dose of 14.400 mg. has been taken. All patients recovered 
uneventfully. 


Long-term clinical experience sometimes reveals certain 
shortcomings which were not originally anticipated. With 
‘Distaval’, however, remarkably few deficiencies have come 
to light during three years of intensive clinical use. Some 
cases of peripheral neuritis have been reported, usually in 
patients receiving 100 mg. or more daily. Clinical experience 
has shown that it arises only in a small percentage of cases 
and can be expected to resolve provided the drug is withdrawn 
promptly on the onset of symptoms. 


‘Distaval’ has more than fulfilled its early promise as a 
truly versatile sedative and hypnotic. In the light of clinical 
experience its use has been confirmed far beyond the 
boundaries of general practice. It continues to be widely 
employed in psychiatry, geriatrics, paediatrics, neurology, 
premedication, obstetrics and dermatology. And (because of 
its low toxicity) ‘Distaval’ is favoured by many hospitals 
as the sedative and hypnotic for routine outpatient use. 


PRICES REDUCED 


‘DISTAVAL’ 25 mg. tablets have been reduced to 11d. 
‘DISTAVAL’ FORTE 100 mg. tablets are now only 2s. 5d. 
(Basic N.H.S. Cost of 12 tablets from a dispensing pack of 100) 


‘DISTAVAL’ SUSPENSION (50 mg. per 5 m1.) bottle of 60 ml. - 3s. 0d. 


(EXSY STHE DISTILLERS COMPANY (Biochemicals) LIMITED - Broadway House, The Broadway, Wimbledon, London, S.W.19 
\ 


Telephone: LiBerty 6600 


Owners of the trad2 mark ‘Distaval’ 


non-barbituric 
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THALIDOMIDE 


NEUROPATHY 
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Three years’ clinical experience has shown that the efficiency and 
freedom from the dangers of accidental or deliberate overdosage 
justify ‘Distaval’ as the sedative and hypnotic of choice for all 
age groups. 


However, we are much concerned by recent suggestions that we 
have not taken sufficient steps to advise doctors of the possibility of 
peripheral neuritis occurring as a toxic effect of continued treatment 
with ‘Distaval’. 


The first public recognition of peripheral neuritis as a complication 
of long term treatment with ‘Distaval’ was made in our commercial 
literature in August, 1960, after only six suspected cases had been 
reported to us. In December, 1960 a warning of the risk of peripheral 
neuritis was contained in a circular letter to over 20,000 doctors and 
repeated in a letter from our Medical Department, published in the 
British Medical Journal in January, 1961. Since that date product 
cards and all similar informative material have made reference 
to it. 

The information available to us indicates that the risk is low—about 
0.5% of adult patients on prolonged treatment of two months or 
more. Resolution of symptoms may be expected, provided ‘Distaval’ 
is withdrawn within four to six weeks of their onsst, in the small 
percentage of patients who develop paraesthesia or other indications 
of a neuropathy. 


fay THE DISTILLERS COMPANY (Biochemicals) LIMITED 
Broadway House, The Broadway, Wimbledon, Londcn, S8.W.19. 


Telephone: LIBerty 6600 
Owners of the trade mark ‘DISTAVAL’ PPH3361 
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Free flow in the arteries 


DAaL_AVASE 


(lsoxsuprine Hydrochloride) 


The new oral vasodilator for 
cold hands and feet, chilblains, 
night cramps and ‘restless legs’. 


“In our hands, isoxsuprine was found to be easy to 
administer, devoid of side effects in recommended 
doses, and well tolerated’’. (Angiology !I (No. 3 pt. 1) 
190-192 (June 1960)) 


Tablets each containing 10 mg. isoxsuprine hydrochloride. Bottles of 50 and 250 


Availab'e in the United Kingdom only. 


BRETTENHAM HOUSE : LANCASTER PLACE : LONDON : W.C.2 
Telephone: TEMple Bar 6785/6/7, 0251 /2/3, 1942/3 Telegrams: Menformon, Rand, London 


ORGANON LABORATORIES LIMITED 
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ANAESTHETIC APPARATUS 
SAFE: DEPENDABLE: ACCURATE 


BRITISH OXYGEN know what the anaesthetist expects from anaesthetic apparatus. They 
designed the Boyle to meet his needs. It allows him to control gas flow and vapour 
concentrations both quickly and accurately. It is easy to operate so that he can devote 
more time to his patient: it reduces the possibility of human error and provides all the 
main and ancillary services he may need. The design of THE BOYLE ANAESTHETIC APPARATUS 
is based on long experience. It is a good example of the way in which BRITISH OXYGEN 
keeps in touch with the most recent developments in modern anaesthesia. If you would 
like to know more about The Boyle Apparatus, we shall be glad to send you fully 
illustrated literature. 


BRITISH OXYGEN IN THE SERVICE OF MEDICINE () 


THE BRITISH OXYGEN COMPANY LIMITED - MEDICAL DEPARTMENT - SPENCER HOUSE 27 ST. JAMES’S PLACE, LONDON S.W.1 


2000 
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Betnelan, the new oral steroid (betamethasone) 
developed by Glaxo, is particularly suitable for 
use with other measures in the treatment of 
severe asthma. Betnelan is not suggested for 
milder cases which are adequately controlled 
by other measures. 
Periodic Acute Attack 
Betnelan is indicated when the conventional 
management of asthma is interrupted by acute 
attacks. Short-term therapy with Betnelan 
should control the exacerbation and allow 
conventional measures to be resumed. 
Severe Attack 
In attacks of extreme severity (status 
asthmaticus) all recognised measures must be 
taken. Corticosteroid injections (Efcortelan 
Soluble or Predsol Injection) should be given 
: fi initially, while at the same time oral treatment 
or a with Betnelan should be started. When there is 
i no immediate threat to life, Betnelan alone will 
be found adequate. 
fresh start Severe Chronic Asthma 
i When existing treatment gives only slight 
i relief and the patient's activities remain 
in the restricted, Betnelan can be of special he! »p. 

: : -} Continuous administration may be necessary 
and is well justified by enabling a reasonably 
useful life to b2 followed. Treatment should 


treatment of begin with a short, intensive course of Betnelan, 


using bronchodilators and other measures. 


Dosage of Betnelan should be decreased 
i 
i 


i 


gradually until the minimum level is found for 
reducing symptoms to tolerable limits. Often 
this may be no more than half a tablet 

twice daily. 


Hay Fever 

In severe attacks, uncontrolled by normal 
therapy, the condition usually responds rapidly 
to short-term Betnelan therapy. 


Betn 


Betnelan is presented as scored tablets containing 
0-5 milligrams betamethasone in bottles of 30, 190 
and 500. Betnelan is a Glaxo trade marx 


and Betnelan is inexpensive 


GLAXO LABORATORIES’ LIMITED 
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the 
tranquilliser 


pure and simple... 


*Thioridazine is so well tolerated that it appears 
an excellent phenothiazine for ambulatory patients, 
in particular for maintenance of 
patients after they leave hospital.” 
J. ment. Sci. (1960) 106, 1417. 


“The most striking aspect of Melleril therapy 
is the poverty of side-effects.” 
J. Amer. med. Ass. (1959) 170, 1283. 


elleril 


BY 1 SANDOZ 


Tablets: Thioridazine hydrochloride 10 mg. 25 mg. 50 mg. 100 mg. 
Syrup: 25 mg. thioridazine base in 4 ml. 


Obermarchthal Abbey, Wiirttemberg 


anxiety and agitation 


} 


TOLBUTAMIDE B.P. 


“the safest drug 
since the introduction 
of coffee” 


Brit. J. Clin. Pract., 1961, 15, 41 
and highly effective 
in the oral treatment 
of diabetes, especially when 
the condition is discovered 


in middle age 


HOECHST PHARMACEUTICALS LIMITED, SLOUGH 
Sole distributors in the U.K.: 
HORLICKS LIMITED, SLOUGH, BUCKS 


British Medical Journal, November 25, 1961. 
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Ultrapen, the most effective oral penicillia for routine use, is 
now available in syrup form. 

Ultrapen syrup is supplied in bottles of 60 ml., each teaspoonful 
(5 ml.) containing 62-5 mg. Ultrapen. Pleasantly fruit-flavoured, 
Ultrapen syrup will be instantly acceptable to all patients, and 
particularly to children. 


Ulitrapen’ 


BRANO OF &-PHENOXVPROP YL PENICILLIN POTASSIUM 


ae is marketed in the United Kingdom by 
a department of Pfizer Ltd - Sandwich - Kent 


1M180/11452 
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local treatment of 


throat infections" 


FORMULA*: each lozenge contains 1.2 mg of Dybenal and 0.6 mg of amyl-merta-cresol 


*(British Patent No. 865672) 
BASIC N.H.S. PRICE: 1, 5d per tin of 24 lozenges 


Literature and further information gladly sent on request 
BOOTS PURE DRUG COMPANY LIMITED - STATION STREET - NOTTINGHAM 
Aa BOOTS 
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PSYCHIATRIC ASPECTS OF EPILEPTIC AND 
BRAIN-DAMAGED CHILDREN* 


BY 


D. A. POND, M.D., F.R.C.P., D.P.M. 
Physician, University College and Maudsley Hospitals 


These lectures are a study of the interaction of physio- 
logical effects of epilepsy and brain damage with other 
modifying factors ; in particular, on the one hand, the 
constitutional make-up of the child—that is, factors 
existing prior to the injury or epilepsy—and on the other 
the environmental handling of the child subsequent to 
the injury or epilepsy. 


Current Concepts of Epilepsy 


Before considering the psychological effects of epilepsy 
and brain damage it is necessary to make a few general 
remarks on current concepts of epilepsy itself. In the 
past 20 years the study of epilepsy has been one of the 
most rapidly expanding fields in medicine, and it 
illustrates very well the two-way traffic of ideas between 
laboratory and clinic that is responsible for so many 
of the modern advances in medical knowledge. Much 
of the advance in both clinic and laboratory has come 
about from the refinement of techniques of recording 
electrical activity of the nervous system, whether at the 
microscopic level with electrodes inserted into single 
neurones or at the macroscopic level as seen in routine 
clinical electroencephalography. The new knowledge 
has confirmed the essential soundness of Hughlings 
Jackson’s approach to the whole problem of epilepsy. 
It cannot be reiterated too often that, as he said, it is 
always a symptom and not a disease. As in many other 
symptoms in general medicine, the clinical phenomena 
are produced by a particular class of physiological 
disturbance. In the case of epilepsy we see the positive 
effects of an excessive, self-sustained, spontaneous 
discharge of neurones together with the negative effects 
that result from the loss of function carried out by these 
abnormally discharging neurones. Epilepsy would seem 
to be the almost unavoidable risk of the fact that the 
structure of the nervous system consists of excitable 
elements able to influence one another, and so arranged 
that explosions of uncontrolled overactivity can easily 
occur. 

In the majority of cases, both clinically and experi- 
mentally, the epileptic discharge begins in a particular 
area, a focus of abnormal excessive excitability whose 
activity sooner or later involves all the rest of the brain. 
Occasionally, however, the whole brain seems to reach 
a level of abnormal excitability. This can be produced 
experimentally by the injection of convulsant drugs such 
as metrazol, and is seen clinically most often in the 
febrile convulsions, and probably also in certain other 


*The first of two Goulstonian Lectures delivered before the 


a College of Physicians of London on January 17 and 19, 


convulsions associated with toxic and metabolic 
disorders. However, even in these cases it is uncertain 
whether the discharges are from a simultaneous over- 
activity of all neurones, or whether, even here, certain 
areas of the brain, perhaps in the mid-brain regions, 
are first of all excited to the point of spontaneous 
discharge, the cortex then following. 

The problems of the classification of epilepsy have 
often been discussed by various colleagues recently ; for 
example, Symonds (1955), Williams (1956), Masland 
(1960). Most books give an indefensible mixture of 
categories. For instance, they mix clinical fit-pattern— 
petit mal—with precipitating factors (for example, 
spasmophilia), causal factors such as traumatic epilepsy, 
and apparent clinical entities such as idiopathic epilepsy. 
Table I, taken from a recent review (Pond, 1958), 
provides the basis of the subsequent discussion. So far 
as possible this table is based on _ physiological 
mechanisms and pathways underlying the various 
seizure patterns. The forms of epilepsy which will be 
particularly referred to are petit mal of primary 
centrencephalic origin and the so-called temporal-lobe 
epilepsies. The fit-pattern of the former is too well 
known to need description, but surprisingly little is 
known about its exact physiological origin, mainly 
because no equivalent has ever been obtained experi- 
mentally. Most of the evidence points to the non- 
specific thalamic reticular system as being the probable 
site of the primary discharge (Gastaut and Fischer- 
Williams, 1959). The most important functions of this 
region are probably connected with attention, conscious- 
ness, or vigilance, and it is necessary to remember that 
there are corticofugal connexions as well as corticopetal 
fibres. 

The so-called temporal-lobe epilepsies are perhaps 
better called the rhinencephalic epilepsies, since these 
complex seizures arise probably from the uncus, 
amygdaloid, and hypocampal areas and not the temporal 
cortex. This area has been cailed the visceral brain, but 
functions other than the autonomic control of the viscera 
are probably connected with this region. Other areas 
of the cortex (for example, the premotor region) also 
influence parts of the autonomic nervous system. 

A minute analysis of fit-patterns, especially of minor 
attacks, together with a consideration of relevant E.E.G. 
data, is essential in order to understand the psychological 
problems with which these lectures will mainly deal. 

Although in every case one hopes to be able to classify 
the patient’s epileptic attacks in terms of fit-pattern and 
aetiology, in practice there are many cases in which 
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one cannot do so. Several exhaustive investigations of 
epilepsies—for example, Alstrém (1950) and my own 
less intensive study of epilepsies in general practice— 
agree in finding that nearly 50% of adult epilepsies, 
but a lower proportion of childhood epilepsies, are of 
unknown aetiology. This latter term is much to be 
preferred to the term “ idiopathic epilepsy,” which seems 
to imply a clinical entity. 


Prevalence 


It is extremely difficult to get an unselected sample 
of children with epilepsy, since the symptom may be 
associated with so many other different conditions. In 
general, children with febrile convulsions are much less 
often seen by a specialist of any sort than other forms 
of epilepsy. Children with obvious neurological defects 
will tend to be seen by neurologists ; children who have 
attacks associated with general illnesses will come under 
the purview of paediatricians ; and those seen at child- 
guidance clinics will, by definition, be those with 
conspicuous behaviour disorders as well. The biased 
nature of medical statistics drawn from hospital data 
has been generally recognized in recent years, and 
general practice surveys of all sorts of conditions are 
now very fashionable. 

Pond, Bidwell, and Stein (1960) and Pond and Bidwell 
(1960) recently carried out a survey of epileptics in 14 
general practices. The data obtained in this survey 
relevant to these lectures concern the prevalence of 
behaviour disurders in epileptic children. About a 
quarter of the approximately one hundred children in 
the survey showed significant psychological difficulties. 
Of the adults who had had epilepsy at school age, one- 
sixth had also had psychological difficulties. The survey 
also showed that the presence of these difficulties was 
of considerable prognostic significance, since the adults 
who had had school difficulties with epilepsy do much 
worse as regards occupation and social adaptation than 
those who had had epilepsy in childhood but without 
any educational or behavioural difficulties. There was 
a considerable excess of social class V amongst the 
young adult male epileptics. and the clinical histories of 
this group of patients showed that they were severely 
handicapped as regards the number and severity of the 
fits as well as their intellectual and personality problems. 
These patients may be contrasted with the children in 
these series who had convulsions at the so-called febrile 
convulsion age—that is, 1$-3 years. They had a very 
low incidence of associated psychological difficulties. The 


existence of this group is important evidence against 
the view that epilepsy must necessarily imply psycho- 
logical difficulties. 


Intelligence of Epileptics 


Almost all the patients seen in the epileptic clinic of 
the Maudsley Children’s Department have the same full 
routine work-up as the other patients, including 
intelligence tests and full psychological and social 
histories. In this way data have been obtained from 
epileptic children in every way comparable to those on 
the non-epileptic child psychiatric population. 

According to Nuffield (1961), the distribution of the 
intelligence level of the epileptic children seen at the clinic 
is on the average a little below normal, but this is similar 
to the non-epileptic child-guidance population seen at the 
Maudsley. The significance of the sample tested is 
shown by comparing this figure with that obtained by 
Collins (1951) testing Lennox’s private out-patients. She 
got a mean score of nearly 104 in the normal 
distribution. 

Following Lennox, we may classify the main factors 
affecting the intellectual level of epileptic children as 
follows: (1) a genetic influence ; (2) an acquired lesion 
of the brain prior to the onset of the seizures ; (3) the 
epileptic attacks themselves ; (4) social and psychological 
factors ; (5) the effects of anticonvulsant drugs. 

Twin studies provide the clearest evidence for genetic 
factors, and reference should be made to Lennox (1960) 
for the details of the large amount of material that he 
has collected over the years. His series of monozygotic 
twins, one or both of them having epilepsy uncompli- 
cated by brain injury, have average intelligence and there 
was no significant difference in the scores between the 
twins with epilepsy and those without. 


The influence of brain damage on intelligence will 
be discussed more fully in the second lecture. 


The associations between intelligence level and the 
form and frequency of fits themselves are complex and 
difficult to separate from the effects of the underlying 
brain damage. It is generally accepted (Metrakos and 
Metrakos, 1960) that children with true petit mal do 
not suffer any significant intellectual impairment even 
when the attacks are very frequent, such as is found 
in the condition that was formerly termed “ pyknolepsy.” 
On the other hand, patients with frequent major seizures 
are usually on large quantities of anticonvulsants as 
well, and therefore the slowing commonly found with 
them may have more than one cause. Lennox found 


TABLE I.—Classification of Epilepsy 


Group 2: Partial Epilepsies 


Rhinencephalic 
(or Tempora! Lobe) 


Isocortex 


Group I: Generalized Epilepsies 
Primary Subcortical Secondary 
(Centrencephalic) Subcortical 
Fit-pattern .. Petit mal+grand mal Petit mal+generalized myo- 
clonic+ grand mal 
Electroencephalogram : 
(a) Inter-seizure Symmetrica] spike-and-wave Irregular spike-and-wave or 
transients focal temporal 
(6) Ictal .. Three-per-second spike-and- Variable but generalized and 
wave irregular spikes and spike- 
and-wave complexes 
Aetiology Predominantly genetic. Some- | Various, predominantly diffuse 
times febrile precipitation of brain damage (e.g., anoxia) 
grand mal 
Age of onset Petit mal from 4-10 years. | From birth 
Grand mal from 14-3 years 
Soe Normal Often subnormal 
Personality Normal or minor neurotic | No specific changes 
traits 
Treatment Diones + amphetamine and All drugs in combination 
phenytoin 


“ Psychomotor "+ grand mal 


Temporal lobe spikes (often 
only in sleep) 

Complex progressive, usually 
symmetrical patterns of slow 
activity 

Various, mainly trauma and 
infections 


From age 4 years 


Normal or subnormal 
Severe behaviour disorders 


Primidone, amphetamine, 
surgery 


Focal cortical (Jacksonian) 
+grand mal 


Normal or focal spikes 


Various, often focal only 
As above 


Any age 


Normal 
No specific changes, usually 


norma 
Phenobarbitone, phenytoin 


| 
| 
| 
| 
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that patients with what he called psychomotor attacks 
(that is, temporal-lobe epilepsy) had the greatest degree 
of intellectual backwardness, especially if the patients 
also had grand-mal attacks. I shall return to these points 
later when discussing the possible effects of epileptic 
activity other than in overt attacks. 

We may next deal briefly with the influence of the 
anticonvulsant drugs. Although these have sometimes 
been blamed for a large part of the so-called epileptic 
personality (by, for example, Stauder, 1938), Lennox and 
various other more recent authors think they play a 
small part in the production of intellectual slowness. 
Loveland et al. (1957) carried out a short-term study 
on stable epileptics without gross psychiatric or neuro- 
logical complications. On retesting of patients after only 
three months on drugs, no highly significant differences 
were found in intelligence tests and projection tests in 
patients compared with controls. 


Chaudhry and I (1961) have recently carried out a 
study of epileptic deterioration ; various aspects of this 
will be referred to later on, but in this connexion I may 
mention that we obtained no evidence that the length 
and amount of dosage of drugs contributed significantly 
to intellectual deterioration in epileptic children when 
they were compared with children who had similar 
evidence of brain damage and, in many cases, a similar 
number of epileptic attacks. 

With regard to the fourth factor affecting intelligence 
—social and psychological environmental influences—I 
have no data to offer and only a few impressions. The 
problem with epileptic children in no way differs from 
the general one of how much intelligence can be 
increased by optimal training, and how much be 
decreased by neglect and especially such conditions 
as institutionalization. Current psychological opinion 
places increasing emphasis on the amount to which 
intelligence can be atfecied for better or worse by 
environment, and I would in general agree with this. 
One certainly has to take account of parental standards 
in assessing anomalous psychological test results, since 
spuriously high verbal scores can be obtained by quite 
dull children of intelligent and articulate parents. 


The evidence so far would thus suggest that the genetic 
constitution is the main determinant of intelligence as 
in normal people, and this is affected progressively and 
proportionately by the amount of brain damage that also 
caused the fits. Social and psychological factors occupy 
third place, and the effects of the fits themselves and the 
drugs seem relatively much less important. One may 
compare these views with the following table from 
Lennox’s latest work which epitomizes his changed view 
on the relative importance of the various factors. 


TaBLe II.—Factors Affecting of Epileptics (from 


Lennox, 196 
Lennox 
D. A. Pond 
1942 | 
1. Heredity 20% 40% 1 
2. Brain lesions a cause 15% 25% z 
3. lesionaresult .. 30% 20% 4 
4. Socio-psychologic factors .. 20% 10% 3 
5. Sedative drugs 15% 5 


Personality Changes 


The personality changes in epileptic children have 
been less clearly described than the psychological 
changes associated wiih epilepsy in adults. The concept 
of the adult epileptic personality still finds favour in 


some circles, but it is now accepted that the changes seen 
in some adult epileptics are not the expression of 
hereditary degenerative stigmata but are related to 
acquired brain damage that has also caused the fits. In 
the case of children the psychiatric symptoms usually 
described as being typically epileptic seem to fall into 
two contradictory groups. On the one hand there is the 
explosive, irritable, overactive child; and on the other 
there is the slow, sticky, withdrawn, pedantic child. 
These symptom-groups certainly do occur in some 
epileptic children, but only in a minority, and the clinical 
pictures seen are very variable. In fact. it is safe to say 
that every symptom that has been found in the child 
psychiatric population without epilepsy has also been 
seen in association with epilepsy. As in the case of 
intelligence, there are five possible factors to consider 
—constitution, brain damage, the fits themselves, social 
and psychological factors, and the drugs. 


In an earlier paper on the psychiatric aspects of 
epilepsy in children, published in 1952, | considered that 
the two main determinants of the psychological changes 
found were, firstly, environmental factors, and, secondly, 
the nature of the epilepsy from which the child suffered. 
My colleagues, Grunberg (1957) and Nuttield (1961), 
have amplified these two aspects of the subject. Working 
on my patients, Grunberg carried out two different but 
related studies. In the first he compared epileptic 
children with behaviour disorders, matched for sex and 
age with the same number of epileptic children without 
behaviour disorders, both groups coming from my clinic 
so that there was an equal amount of psychiatric and 
social data available. In the second comparison he 
compared a group of behaviour disorders with epilepsy 
with a group of behaviour disorders without epilepsy. 
He showed conclusively that epileptic children with 
behaviour disorders have as equally disturbed an 
environment as behaviour-disordered children without 
epilepsy, whereas stable children with epilepsy have a 
much lower incidence of disturbed or broken homes. 


In this investigation no account was taken of the 
different forms of epilepsy in relation to the psycho- 
logical symptoms, and in the evaluation of the latter we 
paid more attention to conduct disorders than to 
personality traits, thus perhaps overemphasizing those 
traits in which external environmental factors would 
naturally be expected to be predominant. However, 
the same general picture emerges from Pond and 
Bidwell’s general-practice survey. 


In contrast to this investigation, Nuffield tried to find 
what correlations there were between particular forms 
of epilepsy and behaviour disorder. He was particularly 
interested in the manifestations of aggressive symptoms 
on the one hand, as seen in temper tantrums, violence, 
cruelty, and so on; and in neurotic symptoms—fears, 
timidity, nightmares, etc.—on the other. He devised a 
simple rating scale for these aggressive and neurotic 
symptoms based on the clinical records of the patients. 
The E.E.G. classification is rather elaborate but corre- 
sponds broadly to Table I. Unfortunately, a number 
of the patients had had inadequate E.E.G. recordings for 
various reasons, so that an exact classification of every 
case was impossible. Nevertheless, it is interesting that 
the correlation with the behaviour ratings is a little 
higher in the case of E.E.G. classification than in the 
case of classification by fit-pattern, though both go in 
the same direction. Highly significant differences are 
found between the petit-mal child who tends to show 
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more neurotic symptoms and less aggression than the 
other groups, and the child with temporal-lobe epilepsy 
who shows a great deal more aggression and less 
neuroticism. These findings are in accord with the 
observations of several other authors—for example, 
Glaser and Dixon (1956) and Roger (1953). Somewhat 
surprisingly, Nuffield found that sex, age, and 
intelligence did not seem to be correlated with either 
aggression or neuroticism. 

The symptoms of neuroticism and aggression were 
chosen by Nuffield for particular study because they 
are so often seen and are fairly easily rated. In addition, 
of course, the relationship between aggression and deep 
temporal-lobe lesions has also been seen in animal 
experiments (see Second Lecture). The relation between 
neuroticism and petit mal has no such clear physio- 
logical basis, though the connexion has been observed 
by others (for example, Bridge, 1949; Siegmund and 
Pache, 1953). Dr. Generali and 1, in a small unpublished 
investigation, suspected that the passivity of these 
patients may also be shown by children who have no 
epilepsy but only abnormal responses in the E.E.G. to 
photic stimulation such as are often found in petit-mal 
children. However, there is a critical review of these 
data (Tizard, in press). 

Amongst the many other symptoms commonly seen 
in epileptic children should be mentioned hyperkinesis 
or overactivity. Ounsted’s (1955) now classical paper 
gives an excellent clinical description of this symptom, 
which is so distressing to all concerned. His paper also 
shows that the symptom is much commoner in boys than 
in girls; it is mostly seen in the pre-school years, and 
half of the children had 1.Q.s below 70. Generalized 
and focal seizures of all sorts, save petit mal, are 
common, and there is little doubt that most if not all 
of the children have much brain damage. Pre-school 
children are more often seen by paediatricians than by 
child psychiatrists, which I think partly accounts for 
my not having seen so many of these children at the 
time of the overactivity. A past history of such hyper- 
kinesis is, however, often obtained, and the transition 
from overactivity to underactivity (viscosity or brady- 
psychia) of older epileptics is one of the puzzling aspects 
of the influence of age on symptoms that are so far 
poorly understood. (In passing, 1 may mention that 
this transition is seen in brain-damaged children without 
epilepsy and even in non-organic problem children, as 
I shall discuss in my second lecture.) 

The bald statistical relationship between fit-pattern 
and personality changes must, of course, be filled in by 
further data in order to understand the reason for the 
relationship. The question arises, for example, whether 
part of the variation between the different types of 
epilepsy may be correlated with the different social-class 
distribution of the various forms, or with the prevalence 
of broken homes. It is certainly a strong impression 
from the clinic that the children with petit mal tend 
to come from respectable middle-class homes, whereas 
the temporal-lobe child, who often forms the melodrama 
of the clinic, appears to have an unusually high propor- 
tion of broken homes. Some of the variance, therefore, 
may be due to some constitutional factors, a matter 
which I will be discussing later on. However, for what 
it is worth, the social-class distribution of the families 
of the temporal-lobe epileptics in the general practice 
survey did not differ from expectation. The cases of 
pure petit mal were too few to be analysed, and the 
number of temporal-lobe epileptics with psychological 


problems was also too small to be compared with those 
without problems. The child’s own reaction to having 
attacks is sometimes thought to be important in 
determining the psychiatric symptomatology. This is 
certainly true of neurotic reactions, which are common 
in adolescents but less so in younger children. However, 
it is interesting that the petit-mal child is so quiet and 
so relatively little disturbed by ordinary child psychiatric 
standards, in view of the great frequency of the attacks, 
which are also potentially dangerous because of the 
absence of any aura. The form of the child’s response 
to the stress of having attacks is determined by his whole 
make-up and his environment. 

One cannot, however, consider only the effect of 
epileptic attacks on the psychological state of a patient ; 
there is also the very important way in which the psycho- 
logical state of the patient influences the appearance of 
epileptic phenomena. Emotions play a large part in the 
precipitation of petit-mal attacks in children, which can 
be seen in interview as well as in the history of the 
patient. There is also the extremely small group ot 
patients who discover for themselves the pleasure, or 
relief of tension, of brief but atypical petit-mal attacks 
that can be produced in themselves usually by flickering 
with their fingers while staring at the sunshine or a 
bright light (Sherwood ef al., in press). Every chronic 
mental hospital nurse knows the way in which chronic 
epileptic patients seem to be working up to a fit, with 
increased disturbances of behaviour, rage, violence, etc., 
that may culminate in status or frequent attacks, leaving 
the patient in a state of relative quietness for some days 
or weeks afterwards. It is facts like these that make one 
cautious in being sure whether the behaviour is due to 
“subclinical epilepsy” or whether the fits may some- 
times appear as a result of the increasing tension and 
irritability manifested by the patient for other reasons. 


Drugs Effects and Treatment 


So far as drugs are concerned, I have already 
mentioned that neither Loveland et al. nor Chaudhry 
and I found convincing evidence that drugs contributed 
significantly to the clinical picture of intellectual 
deterioration, and the same holds for personality changes 
as well. Research into long-term drug effects is almost 
impossible, since the forms of epilepsy not apparently 
associated with serious personality change—febrile 
convulsions and petit mal—are never treated for long 
periods of years with the high doses of those drugs like 
primidone and phenobarbitone that are used for the 
temporal-lobe epileptics. One can never separate out 
the type of epilepsy from the drugs used. 

Others besides myself have remarked on_ the 
paradoxical effects of sedative and stimulant drugs on 
children generally. Phenobarbitone often makes 
epileptic children very irritable, and primidone is a more 
suitable anticonvulsant in many cases. The general 
principles of anticonvulsant medications are well known, 
and | have already discussed the special problems of 
children (see Pond, 1958). Drugs other than anticon- 
vulsants that are sometimes useful with the behaviour 
disorders are amphetamine and the tranquillizers, such 
as chlorpromazine, which should, of course, always be 
given with anticonvulsants, since they may otherwise 
increase the number of fits. The use of all these drugs is 
essentially empirical, and dosages are increased until 
toxicity or improvement occurs. 

Much more important than the use of drugs in most 
cases of behaviour disorder is manipulation of the 
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environment of the epileptic child (Pond and Bidwell, 
1954). In the last few years there has been a striking 
improvement in the attitude of schools to epileptic 
children, and it is now quite rare to have difficulty 
in finding a school commensurate with the child’s 
intellectual level. Behaviour disorders cause most diffi- 
culties, and placement may be possible only after a 
period of in-patient stabilization such as is provided by 
a child psychiatric unit for the worst cases or in the 
epileptic colonies for the milder ones. The colonies 
have thus interestingly changed in function from being 
institutions into which children are “ put away ” for an 
indefinite period of years to being long-stay hospitals 
with educational facilities. 

Unfortunately, this liberal attitude of schools has 
rather sharpened the contrast with the harsher world 
of employment, fitting into which makes many diffi- 
culties for handicapped children. This was very clearly 
brought out in my general-practice survey, as already 
mentioned. The implications for the proper planning 
for the care of epileptics in the light of these changing 
circumstances are elaborated in the Cohen Committee 
report on epileptics (1956) and in the W.H.O. 
monograph (1957). 

There may, of course, be other clinical syndromes 
associated with epilepsy and of particular psychiatric 
interest besides petit-mal and temporal-lobe attacks, but 
they are not yet well delineated. However, owing to 
much current interest I must mention briefly the 
so-called infantile spasms or hypsarrhythmia (see 
Jeavons and Bower, 1961). This condition is well known 
to paediatricians, and it begins usually in the first year 
of life with numerous major and minor seizures of all 
sorts, and an arrest, even a regression, of mental 
development. The psychiatric interest stems from the 
fact that the children often become hyperkinetic, and 
when the fits stop after a few years, as they usually do, 
the child is left with mental deficiency of some degree. 
It is now certain that this is not an aetiological entity, 
and I think, in fact, that much of the epileptic 
phenomena, as well as the psychiatric picture, must be 
related to the age of the subjects and the degree, rather 
than site and nature, of the brain damage. 

It is most important not to imagine that petit-mal 
attacks cause passivity or temporal-lobe fits produce 
aggression. One must distinguish so far as possible 
between behaviour disorders seen before fits, during fits, 
after fits, and without relation to fits (Pond, 1957). The 
disorders discussed here belong to this last group. The 
temper tantrums of the temporal-lobe child are like any 
other child’s tantrums in appearance, though they may be 
more frequent and triggered off by more trivial circum- 
stances. Likewise the neurotic tendencies of the petit- 
mal child do not differ from similar symptoms in non- 
epileptic children. The association between fit-pattern 
—or rather physiological disturbance as seen on both 
fit-patterns and E.E.G. patterns—and the behaviour is 
an indirect one, and there would appear to be two 
possible explanations: firstly, the idea of subclinical 
epilepsy—that is, the presence of abnormal excessive 
discharges in the brain not recordable by our ordinary 
techniques and not resulting in the usual clinical 
phenomena of fits ; and the second possible explanation, 
which concerns the non-ictal effects of the associated 
brain damage. 

In my chapter in Holzel and Tizard’s book I reviewed 
the evidence against the idea of subclinical epilepsy. 
Since then I have reluctantly come to the conclusion 


that there is other evidence that epileptogenic lesions 
may have etfects over and above those seen in undoubted 
overt clinical epileptic attacks and not explicable simply 
as the direct etfect of the associated brain damage. For 
example, after temporal lobectomy there is a clear 
correlation between diminution in the number of attacks 
and decrease in aggressive behaviour, but no correlation 
between chronic neurotic symptoms and control of fits 
(James, 1960). There is also some evidence of difference 
in symptomatology between epileptogenic and non- 
epileptogenic lesions—for example, Bingley’s (1958) 
review of temporal-lobe tumours and temporal-lobe 
epilepsy. His findings are being confirmed by an investi- 
gation of mine with Serafatinidis in progress which also 
shows up other important factors—namely, the length of 
history and the age of the patients. 

Chaudhry and | (1961) have investigated the factors 
that appear to be associated with intellectual and 
emotional deterioration in a small proportion of epileptic 
children. They showed that, in contrast to the picture 
in adults, deterioration in children was correlated with 
the continuance of seizures and the failure of influence 
of anticonvulsants. Furthermore, the E.E.G.s of the 
children who had deteriorated showed both diffuse and 
focal changes, in contrast to a controlled group suffering 
from comparable types of epilepsy but no deterioration. 
In several cases we found patients who deteriorated for 
some time and then slowly began to get better when the 
attack came under control, either spontaneously or after 
a temporal lobectomy. 

This work would at first sight appear to conflict with 
that which I quoted earlier from Lennox, who showed 
that in identical twins with a discordant epilepsy there 
is no difference between the pairs as regards intellectual 
level. The crucial differences are, firstly, that the form 
of epilepsy with which Lennox is concerned is quite 
different from mine, and, secondly, that his patients 
had not any evidence of acquired brain damage, and 
all mine had. The fit-patterns of the two groups are 
fundamentally different, his being mainly of the so- 
called centrencephalic variety and mine being entirely 
of complex temporal-lobe and generalized types. 

In addition to all this clinical evidence, one should 
also mention the paper of Morrell er al. (1956) on 
the effects of temporal-lobe epileptogenic lesions and 
lobectomy on processes of conditioning and the 
acquisition of patterns of behaviour. They showed 
that lobectomy, with removal of an epileptogenic area,. 
results in an improvement in learning capacity that had 
been previously diminished by the epileptogenic lesion. 
On the other hand, quite prolonged and widespread 
epileptic discharges can be recorded at operation without 
any apparent accompanying clinical phenomena, as is. 
well known to electrocorticographers recording during. 
neurosurgical procedures ; for example, Pampiglione and 
Falconer (1960) and several other workers in other 
clinics. In addition, there are, of course, the frequent 
focal spikes which may be found in the E.E.G. of 
patients with focal cortical lesions, and the generalized: 
spike-and-wave that is seen in patients with petit mal 
and other centrencephalic forms of attack. In neither 
of these groups are there usually any clinical accompani- 
ments of these discharges, and they do not seem to: 
interfere in any significant way with the psychological: 
well-being of the patient. 

The latest paper bearing on this is by Johnson et al. 
(1960), who report no significant change in learning and 
other cognitive tests given to non-epileptic subjects while: 
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they showed generalized and widespread disruption of 
normal cortical activity during photic stimulation. It 
thus appears that only certain types of discharge, or, 
perhaps more accurately, discharges in certain areas 
rather than others, can be important in producing the 
psychological phenomena associated with epilepsy. The 
local character of the discharge invalidates the objection 
made on the grounds of a failure of anticonvulsants to 
modify such abnormal behaviour and the failure of 
metrazol to precipitate it. Focal epileptic activity is 
very difficult to control by drugs, and it is rarely 
produced by intravenous metrazol (though, of course, 
topical application may work). 

Does the clinical material enable us to say anything 
about the psychological effects that may be associated 
with these forms of discharge ? One can, I think, find 
disturbances in many areas that might be related. There 


is, firstly, the crude and overt expression of sexual and 
aggressive functions. There are, secondly, the peculiar 
disturbances of consciousness, the twilight states, the 
apparently hysterical outbursts, the pseudo-hallucin- 
ations, and so on. There is, thirdly, the intellectual 
dullness and slowness which may be very marked in 
some patients. All these three changes may be paralleled 
by the effects of animal experiments, and I suspect there 
may be some unitary disturbance of function behind 
all three, the nature of which we cannot at present 
formulate. One can only speculate on what might be 
the effects of epilepsia partialis continuans in the 
amygdaloid regions by analogy with the continuous 
jerks produced by this type of constant discharge in the 
motor areas. 


The second lecture, together with a list of references, will 
appear in our next issue. 


VIRUSES ISOLATED FROM NATURAL COMMON COLDS IN THE U.S.A.* 


BY 


DOROTHY HAMRE, Ph.D. 


AND 


JOHN J. PROCKNOW, M.D. 


Section of Preventive Medicine, Department of Medicine, University of Chicago, Chicago, Illinois 


A new group of viruses causing common colds in human 
volunteers has’now been cultivated in the laboratory by 
altering the conditions of incubation and the content of 
bicarbonate in the culture medium (Tyrrell et al., 1960 ; 
Hobson and Schild, 1960; Tyrrell and Bynoe, 1961). 
Pending more complete serological definition of these 
agents, they are being grouped according to the type 
of tissue culture in which they produce a cytopathic 
effect. While some grow equally well in both monkey- 
kidney and human-kidney cultures, others grow only in 
human-kidney cultures. 


The purpose of this report is to present the results of 
virus isolations from natural common colds in a group 
of young adults in the United States. These isolations 
support the aetiological role of such new viruses in 
natural common colds, together with some previously 
described viruses (E.C.H.O. 28, respiratory syncytial 
virus, para-influenza 1 and 2). 


Materials and Methods 


Study Population —Student volunteers in the first and 
second preclinical years of medical training at the 
University of Chicago were followed throughout the 
eight-month academic year. The 96 men and 5 women 
who enrolled in this programme reported to the labora- 
tory at the first sign of a cold and returned in two to 
three weeks for convalescent specimens. In addition, 
specimens were taken from the asymptomatic members 
of the group at about six-week intervals during the entire 
period. At each visit nasal and throat swabs were taken 
in duplicate. One set was placed in 0.5% bovine serum 
albumin in phosphate-buffered saline for inoculation into 
tissue cultures and the other in blood broth for’bacterio- 
logical cultures performed by our clinical microbiology 
laboratory. A blood sample was also drawn each time. 
The serum was separated and stored at —20° C. The 


*This investigation was supported in part by a research grant 
from the National Institutes of Health, Public Health Service, 
National Institute of Allergy and Infectious Diseases (R.G. 
E3292): and in part by grants from Abbott Laboratories and the 
Kuppenheimer Research Fund of the University of Chicago. 


signs and symptoms of each illness and their duration 
were recorded. 


Tissue Culture—Secondary monkey- and human- 
kidney cultures were prepared from cells which had been 
grown in bottles as primary cultures, and were trypsinized 
and frozen by the method of Stulberg er al. (1959). The 
monkey-kidney tissue was grown in 0.5% lactalbumin 
hydrolysate with 5% calf serum and maintained in 50% 
Eagle’s medium and 50% medium “199.” Both 
contained 0.2% hyperimmune rabbit antiserum to SV-5 
virus. Human-kidney cultures were grown in 0.5% 
lactalbumin hydrolysate, 20% calf serum, and 10% 
medium 199 (Hsiung, 1959) and maintained in 50% 
Eagle’s medium and 50% medium 199 with 1% calf 
serum. Both maintenance media also contained 0.03% 
sodium bicarbonate. To all media, 100 units of penicillin 
and 100 yg. of streptomycin per ml. were added. Both 
the monkey-kidney and human-kidney cultures were 
incubated at 33° C. ona roller drum. The H-Ep.2 cell 
line was carried in bottles on Eagle’s medium with 10% 
calf serum. Tube cultures, after initial growth on the 
same medium, were maintained on Eagle’s medium 
with 5% chicken serum. Incubation was at 36° C. in 
stationary racks. The specimens were inoculated into 
tissue cultures of monkey kidney, human kidney, and 
H.Ep.2 cells the same day on which they were obtained. 
The cultures were then examined for cytopathic effect 
three times a week and passages were made of any which 
appeared abnormal. Monkey-kidney cultures were tested 
at five-day intervals for the presence of haemadsorbing 
viruses by the method of Chanock et al. (1958). 


Identification of Viruses—WHaemadsorbing viruses 
were identified by means of the haemadsorption- 
inhibition test with known antiserum (Chanock et al., 
1958). Respiratory syncytial virus and E.C.H.O. 28 
were identified by neutralization tests with known 
antisera (Beem ef al., 1960; Hamre and Procknow, 
1961). 


Serological Tests—Complement-fixation tests with 
respiratory syncytial virus were performed using 2 units 
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of antigen prepared from the Long strain of virus by 
the method of Chanock et al. (1961). Overnight 
incubation of 0.1 ml. of antigen, 0.1 ml. of serum, and 
0.2 ml. of complement (equivalent to 2 exact units) was 
carried out at 4° C. in small cups of a plastic panel. 
Sensitized sheep cells were then added and the test was 
placed in a humidified incubator at 37° C. for one hour. 
Titres were read as the reciprocal of the highest dilution 
of serum giving 75-100% fixation. The neutralization 
test for respiratory syncytial virus consisted of mixing 
equal volumes of diluted serum with approximately 
100 TCIDSO of the respiratory syncytial virus strain 21/ 
Chicago/61 originally isolated from one of the student 
volunteers. 
temperature, the mixture was inoculated into H.Ep.2 
cultures which had been prepared one day previous to 
the test. A known positive serum was included in each 
day’s test, and the virus was retitrated. Tests were read 
for typical cytopathic effect three to four days later. 


Results 


Isolation of viruses from nose and throat swabs 
obtained from October 3, 1960, to June 9, 1961, in the 
student volunteers are summarized bi-weekly in Table I. 
From the 199 specimens obtained early in the course 
of a common cold, 53 viruses were isolated. Eight of 
these were identified as E.C.H.O. 28, all of which were 


TaBLeE 1.—Bi-weekly Summary of the Isolation of Viruses from 
Nose and Throat Swabs from Young Adults 


Viruses Isolated from Specimens 
Routine 
Convales- 
Common Cold cent — 
Visits Visits 
1960-1 
Week 
tart- 
Zu = = Za| = |Za| = 
Oct. 3 28 3 1 1 0 75 1 
- 18 5 3 24 0 
5 1 19 0 
Nov. 14| 7 9 0 
» 28] 10 9 68 
Dec. 12 5 7 0 
4 3 1 
Jan. 9 16 | 1 7 81 
19 | 7 10 0 
Feb. 6 14 | 2 a 1 21 0 
8! 16 714 
Mar. 11) 6 4 
12 | 5 1 1 $ 0 
Apr. 3] 18! 6 | 13 58 
9 2 2 1 9] 1 
May 1 8 | 1 9 0 
7 | 2 9 81 
0 7 
Totals 199 | S ize (te 2 
viruses. + Monkey-kidney viruses. Respiratory 


syncytial virus. 


isolated during the first two weeks of October, when the 
incidence of colds was exceptionally high. Twenty-four 
were unidentified viruses which grew in human kidney 
and resembled the F.E.B. strain from Salisbury (Tyrrell 
et al., 1960). Seven were unidentified viruses which 
grew in both monkey- and human-kidney cultures and 
resembled the H.G.P. strain from Salisbury. However, 
these viruses were not neutralized by guinea-pig anti- 
serum to H.G.P. Eleven strains of respiratory syncytial 
virus, known also as the chimpanzee coryza agent, were 
isolated in late January and early February. Para- 
influenza viruses were encountered only sporadically. 


Of the convalescent specimens, only one yielded a 
virus which grew in human-kidney cultures. A similar 


After incubation for two hours at room’ 


agent had been isolated from the acute specimen 
obtained from the same individual two weeks previously. 

Only two viruses were isolated in human-kidney 
cultures from specimens obtained from asymptomatic 
students. These viruses were present during periods of 
increased prevalence of colds and when similar agents 
were being isolated from symptomatic individuals. The 
remaining 454 specimens obtained during routine 
sampling were negative. 


Nine of the 101 student volunteers were free of 
colds during the entire season. Otherwise, the number 
of colds ranged from one to five per student. There 
did not appear to be any remarkably different clinical 
pattern associated with the various viruses isolated to 
classify as specific for a given virus. The signs, symp- 
toms, and duration of illness are correlated with the 
specific virus isolated as the suspected aetiological agent 
in Table II. The illnesses associated with the para- 
influenza viruses are excluded because there were so 
few. Only six throat swabs obtained from individuals 
with colds yielded beta-haemolytic streptococci by 


TABLE II.—Summary of Clinical Histories of Cases from which 
‘ruses were Isolated 


Human- Monkey- Respira- 
iruses iruses 
and Symptoms | (24 Cases) | (7 Cases) : 15 Cases) 
% % % % 
Comm... 80 86 88 48 
Nasal congestion 29 44 12 53 
Cough .. 46 37 67 
Sneezing .. aa 46 71 0 51 
Pharyngitis 71 88 100 
Headache ae 37 44 50 46 
Chilliness a 8 14 25 0 
Feverishness ~ 16 0 25 20 
Malaise pi 29 28 25 40 
Duration (days): 
: Average 10-2 7-6 10-2 10-3 
Range .. 419 4-14 424 2-20 


routine bacteriological culture. By contrast, 11 con- 
valescent specimens and 19 routine specimens yielded 
beta-haemolytic streptococci. In two specimens both 
a human-kidney virus and beta-haemolytic streptococci 
were present. 

In an attempt to establish a viral aetiology for the 
common cold, it is notable that human-kidney and 
monkey-kidney viruses were usually isolated during each 
period of increased incidence of colds. However, other 
viruses were often involved also. In October, during 
the first outbreak of colds affecting 51 individuals, five 
human-kidney, one monkey-kidney, and eight E.C.H.O. 
28 viruses were isolated. Neutralization tests with 
E.C.H.O. 28 virus on all sera collected during this 
period revealed rises in titres only in sera from persons 
from whom the virus had been isolated (Hamre and 
Procknow, 1961). 

During the second outbreak of illness occurring in late 
January and early February, 33 specimens yielded 11 
respiratory syncytial viruses, two human-kidney viruses, 
and a single para-influenza 2 virus. A flurry of 41 
spring colds during March and early April resulted in a 
most impressive isolation of 13 human-kidney viruses, 
three monkey-kidney viruses, and one para-influenza 1. 
Although the incidence of colds declined somewhat after 
mid-April, an additional four human-kidney viruses and 
three monkey-kidney viruses were recovered. During 


the months of November and December no viruses were 
isolated, although respiratory symptoms were definitely 
occurring in the student volunteers. 
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Although all human-kidney viruses, after several 
Passages, were inoculated into monkey-kidney cultures 
and incubated on a roller drum at 33° C. for 10 days, 
none produced a cytopathic effect in monkey-kidney 
cells. When the tissue cultures were incubated stationary 
at 36° C., none of the human-kidney or monkey-kidney 
viruses produced more than a slight evanescent cyto- 
pathic effect. Under the optimum conditions of rolled 
cultures incubated at 33° C. these viruses produced a 
change similar to that described by Tyrrell et al. (1960). 
Foci of rounded refractile cells and large cells with long 
processes appeared. These cells seemed to contract later 
on and disappear from the culture. The extent to which 
these changes involved the culture varied widely with 
different viruses and was not always improved by 
passage. Differences in growth of the human-kidney 
viruses could not be correlated with different batches 
of human-kidney tissue. Kidneys from term infants 
(minimum weight of 2,500 g. and length of 50 cm.), 
premature infants (weight from 1,000 to 2,500 g. and 
45 cm. or less in length), and foetuses from abortions 
or pregnancy interruptions (weight less than 1,000 g.) 
supported growth of these viruses. 

Complement-fixation tests with respiratory syncytial 
virus have been performed on all sera collected in this 
study. In addition, neutralization tests with respiratory 
syncytial virus were carried out on sera from all students 
who reported with colds during the period from 
January 23 to February 24. Rises in antibody titre were 
detected in only those sera collected during the period 
of a month when the virus had been successfully isolated. 
All titre increases occurred in persons reporting with 
cold symptoms. The serological results and respiratory 
syncytial virus isolations are presented in Table III. It 
will be noted that a fourfold or greater increase in 
antibody titre could not be detected in four persons from 
whom respiratory syncytial virus had been isolated. All 


TaBLe III.—Results of Serological Tests with Respiratory 
yncytical Virus 


Student Date of R.S. Complement Fixation Neutralization 
No Acute Virus 
. Specimen | Isolation Acute | Conv. Acute | Conv. 
186 Jan. 24 + <8 8 16 32 
143 oa + <8 8 32 
116 <8 32 16 >128 
131 « a oo 8 8 16 32 
103 <8 16 32 128 
119 Feb. 1 + <8 128 <8 >128 
211 1 <8 256 <8 > 128 
151 pes 2 + <8 32 16 64 
154 2 64 32 > 128 
117 7 3 + 16 | 32 >64 128 
147 6 _ <8 | 32 16 
153 ped 6 + <8 ; <8 <8 32 
104 cs + | 16 | 64 32 128 
124 ae + | <8 | <8 >32 16 
132 . & oa | <8 16 8 >64 


had initial neutralizing antibody titres of 1:16 or greater. 
In two subjects from whom viruses were isolated an 
antibody increase was detected only by neutralization 
tests and not by complement-fixation tests. Four 
additional infections with this virus were detected by 
serological tests alone. 


Discussion 
These data serve to further emphasize and implicate 
multiple viral agents in the aetiology of the common 
cold in young adults and to stress the importance of 
establishing suitable isolation methods for obtaining 
viruses currently prevailing during respiratory illnesses, 


It should be pointed out, however, that the aetiological 
agent was successfully identified in 28 % of the colds seen 
in the present study. Serological methods for detecting 
infections with some of the new viruses may serve to 
increase this identification somewhat, but the likelihood 
that certain viruses causing colds still cannot be culti- 
vated in the laboratory must be borne in mind (Tyrrell 
and Bynoe, 1961). 

The establishment of a specific viral aetiology for the 
common cold depends upon a close clinical appraisal 
of these infections. Because it was quite impossible for 
the student volunteers to be seen at intervals during their 
colds, it was necessary to rely entirely on a medical 
history obtained at the time of convalescent sampling. 
Upon examining these histories in retrospect, it was 
impossible to exclude any of the colds from the study, 
although allergic rhinitis or sore throat from non- 
specific irritants might have been the better diagnosis. 
Therefore the total figure of 199 specimens obtained 
at the acute onset of respiratory symptoms includes an 
unknown number which rightly contained no viral or 
bacterial pathogens. 


While serological data for comparing the human- 
kidney and monkey-kidney viruses isolated in England 
with those reported in this study are not yet available, 
the similarities in host range, optimum growthconditions, 
and cytopathic effect of these viruses strongly suggest 
that they belong in the same family. 


Results of this study again emphasize the right of the 
respiratory syncytial virus to be included in the list of 
common-cold viruses. The importance of this virus in 
respiratory infections in infants and small children is 
now well established (Chanock et al., 1957 ; Beem et al., 
1960; Chanock et al., 1961; Parrott et al., 1961; 
Hamparian et al., 1961 ; McClelland er al., 1961 ; Reilly 
et al., 1961). Although previously isolated from only 
two adults (Hamre et al., 1961), recent studies in human 
volunteers (Johnson ef al., 1961; Kravetz et al., 1961) 
have demonstrated that this virus can cause mild 
respiratory disease in older persons. The outbreak which 
occurred in late January and early February among the 
student volunteers in the present study coincided with 
the season of greatest prevalence of this virus in children. 


It is also interesting to note certain similarities between 
the natural infections with this virus and induced infec- 
tions in human volunteers reported by Johnson et al. 
(1961). Twelve of their volunteers from whom virus 
was recovered did not develop increased antibody titres. 
Virus was isolated from four of our student volunteers 
whose sera failed to show any increase in antibody titre. 
Their thesis of reinfection with respiratory syncytial 
virus, based on the high incidence of neutralizing anti- 
body in pre-infection specimens, is supported by similar 
findings among our students. Neutralization tests on 
sera obtained from some of these students a month 
before the outbreak of respiratory syncytial infections 
had the same titre as the acute specimens shown in 
Table III, thus ruling out the possibility that these titres 
represented rapid increase in antibody due to the current 
respiratory syncytial virus infection. 


Summary 
In a study of natural common colds occurring among 
101 medical students over the period from October 3, 
1960, to June 9, 1961, 53 viruses were isolated from 199 


specimens. 


Thirty-one of these viruses required low 
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temperature and low bicarbonate content of the medium 
for optimal growth in tissue culture. Twenty-four strains 
grew only in human-kidney cultures and resembled 
F.E.B. virus of Salisbury. Seven viruses grew in both 
human-kidney and monkey-kidney cultures and resem- 
bled but were not identical to H.G.P. virus of Salisbury. 
E.C.H.O. 28 virus, as well as these new viruses, was 
associated with an outbreak of colds in October, 1960. 
Another outbreak in late January and early February 
was caused primarily by the respiratory syncytial virus 
which was isolated from 11 specimens. Para-influenza 
viruses 1 and 2 appeared sporadically. 


Only one virus was isolated from 191 specimens 
obtained during convalescence. A similar agent had 
been isolated from the acute specimen of the same 
student. The 456 specimens obtained from asymptomatic 
individuals throughout the study period yielded only 
two viruses, both growing only in human-kidney 
cultures. 


We gratefully acknowledge the technical assistance of Mr. 
Richard C. Ewert, Miss Mabel Smith, and Mrs. Leautry 
Davis. 
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On April 16 next year regulations relating to the lead 
content of food, based on recommendations of the Food 
Standards Committee, will come into operation in England 
and Wales. The regulations lay down statutory limits for 
the lead content of food and beverages imported, sold, or 
intended for sale for human consumption, The regulations 
limit, with certain exceptions, the lead content of ready- 
to-drink non-alcoholic beverages to 0.2 parts per million 
and of foods to 2.0 p.p.m. One of the exceptions is fish 
{including crustacea.and molluscs or any product containing 
such fish) for which a natural lead content in excess of 
2.0 p.p.m. has been established. The Secretary of State for 
Scotland is making corresponding regulations to apply in 
Scotland, and similar regulations will also be made for 
Northern Ireland. (H.M.S.O., price 5d. net.) 


HYPOPLASTIC ANAEMIA TREATED BY 
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BY 
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Aplastic anaemia is an uncommon condition arising 
from many causes, but most frequently idiopathic. Both 
course and prognosis are extremely variable. Spon- 
taneous remission has often been recorded, so that any 
benefit which follows a particular type of treatment 
must be cautiously interpreted. In 1958 Dameshek, 
McFarland, and Granville (1960) reported some 
remissions after bone-marrow transplantation, and it 
therefore seems pertinent to place on record the results 
of similar treatment with foetal haemopoietic cells. 


Fourteen cases have received foetal liver cells by 
intravenous injection and have survived more than 48 
hours after their administration (see Table). From this 
series two cases are presented in detail. 


Case 9 

A white male born in 1923 began to notice symptoms: 
attributable to anaemia in 1954. This was confirmed in 
September, 1956. Subsequently he required the transfusion 
of more than 3 pints (1.7 litres) of blood each month. The 
usual haematinics and cortisone (300 mg. daily initially ; a 
six-weeks course) conferred no benefit. He came of a 
healthy stock and had not been in contact with known 
myelotoxic agents. 


Examination in July, 1958, revealed a pallid, normally 
developed man without evidence of a haemorrhagic diathesis 
or other abnormal physical signs. 


Investigations.—Sedimentation rate 50 mm. in first hour 
(Westergren). Urine analysis normal. Haemoglobin, 7.4 
g./100 ml.; M.C.H.C., 31% ; M.C.V., 108 cubic microns ; 
reticulocytes, 0.2-0.4% ; total leucocyte count, 2.400/c.mm. 
(neutrophils 528, lymphocytes 824) ; platelets, 49,000/c.mm. 
Group O rhesus-positive. Direct antiglobulin test negative. 
An aspiration biopsy of the marrow showed marked hypo- 
plasia involving all myeloid elements, a finding confirmed 
by iliac-crest-trephine biopsy (Fig. 1). The red-cell half-life 
(Cr method) was slightly reduced (19 days ; normal 22-30 
days). The half-time of the disappearance of iron from 
the serum re-utilization was reduced to 40% (normal 
90-100%) in 10 days (**Fe method). The Ham and Donath- 
Landsteiner tests were negative. Erythrocyte osmotic 
fragility was normal (fresh and incubated). Serum vitamin 
Biz was 700 yuyg./ml. Liver-function tests were normal, 
including the serum albumin (5.3 g.), globulin (1.8 g.). and 
electrophoresis. The Wassermann reaction was negative 
and the blood urea 35 mg./100 ml. The serum was fully 
saturated with iron at 245 »g./100 ml. A _ histamine-fast 
achlorhydria was present. The stools were negative for 


occult blood. The 24-hour urinary excretion of 17-keto- 
steroids was 8.4 mg. Radiographs of the chest and skeleton 
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were normal. A _ diagnosis of 
pancytopenia was made. 

Foetal liver (about 3 x 10° cells) was injected intravenously 
in August, 1958, with cortisone cover. Within the next few 
days the reticulocytes rose, but only to 2%. Transfusion 
requirements in the following year were 19 pints (10.8 litres), 
compared with approximately 35 pints (19.9 litres) in the 


idiopathic hypoplastic 


(x 15.5.) 


Fic. 1.—Case 9. Trephine specimen from iliac crest. 


\\ 
PINTS OF BLOOD» 
RETICULOCYTES 
1956 1957 1958 1959 1960 


Fic. 2.—Case 9. Chart showing rate of decline of haemoglobin 
in relation to treatment. 


previous year. However, the transfusion requirements may 
have been decreasing during the early part of 1958—that is, 
before the implant was carried out (see Fig. 2). 

He was readmitted in September, 1959, when the 
haemoglobin was 9.5 g./100 ml., reticulocytes 0.4%, total 
leucocytes 3,300, and platelets 32.000/c.mm. The marrow 
picture was unchanged. Three further intravenous injections 
of foetal liver (about 14 10° cells) were given at the 
end of that month without corticosteroid cover. The 
reticulocytes rose to 8% and the platelets to 81.000/c.mm. 
five days later. When a sample of this blood was centrifuged 
by the method of Constandoulakis and Kay (1959) a 
reticulocyte-rich layer (70 80% reticulocytes) was obtained 
which was tested serologically for the presence of donor 
cells. but these could not be detected. The last transfusion 
was given in December, 1959. Since then the haemoglobin 
has risen spontaneously to 14.2 g./100 ml. The transfusion 
requirements were: 

December, 1956-December, 
litres). 

December, 1957—-December, 
(transplant August, 1958). 

December, 1958-December, 
(transplant September. 1959). 

December, 1959-December, 
(December, 1959). 


1957, about 38 pints (21.6 
1958, 21 pints (11.9 1.) 
1959, 20 pints (12.4 1.) 


1960, 4 pints (2.3 1) 


It was not possible to establish the genotype of this 
patient before injection of foetal cells. In August, 1960, he 
was found to be: O. cDE/cde, N, S—, Pi+++, Lua—, 
K—, Le#—, Leb+, Fy2+. There was no evidence of mixed 


erythrocyte populations. His parents are: O, cDE/cde, 
MN, S+, Pi+ ++, Lu2+, K—, Le4+, Leb—, Fy4—; O, 
cDE/cde, MN, S—, Pit+++, Lea—, Led+, 


Fy4+. The genotypes of the foetal donors were :—August, 
1958: O, CDe/cde, MN, S+, K—, Fy8+. September, 
1959: (6x 10°) O, cde/cde, MN, S+, Pi—, Lue—-, K-, 
Fy4+ ; (6x 10°) O, cDE/cde, M, S+, Pi—, Lu@a—, K-, 

; (2x 10°) O, CDe/CDe, N, Pi+, Lua—, K-, 
Fya—. 

Comment.—This may well have been a slow but 
spontaneous recovery, but certain points are of interest. 
Firstly, for four weeks after the initial injection of 
foetal cells the haemoglobin not only failed to fall but 
actually rose slightly. Although few reticulocytes were 
in the circulation a number of normoblasts could be 
detected in the first two weeks of this time. Early in 
1959 the question arose whether to repeat the injection 
of foetal cells in consequence of the slight and question- 
able benefit derived from the first injection. It was 
decided to wait and record the rate of haemoglobin 
decline for a few more months and if this showed no 
further improvement or even regressed then a second 
treatment should be tried. In September, 1959, it was 
judged that these conditions were fulfilled (see Fig. 2), 
and the second treatment, using a larger dose of foetal 
cells, was given. After this only one further transfusion 
was given, and it is possible that even this was not 
necessary. 

Case 6 

A single white male (born in 1936) began to suffer from 
recurrent epistaxes in June, 1956. At that time he was 
serving with the Army in Malaya. In November he was 
found to be profoundly anaemic and thereafter required 
the transfusion of 2 to 3 pints (1.1 to 1.7 litres) of blood 
each month. There was little response to cortisone, at a 
dose of 300 mg. daily initially and 75-100 mg. daily as 
maintenance therapy, over a period of five months. No 
beneficial effect followed the usual haematinics or cobalt 
chloride (100 mg. daily for one month). 

He came of healthy stock and had not been exposed to 
known myelotoxic agents. In October, 1958, examination 
revealed a pallid. normally developed young man without 
evidence of a haemorrhagic diathesis or other abnormal 
physical signs. 

Investigations.—Sedimentation rate, 35 mm. in first hour 
(Westergren). Urine analysis, normal. Haemoglobin, 4.1 
g./100 ml.; M.C.H.C., 31% ; M.C.V., 93 cubic microns ; 
reticulocytes, 0.1-1% ; total leucocyte count, 1,750/c.mm. 


“| 


(x 15.5.) 
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3.—Case 6. specimen iliac crest. 
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(neutrophils 560, lymphocytes 995) ; platelets, 15,000/c.mm. 
Group O rhesus-positive. Direct antiglobulin test negative. 
The cellularity of an aspirated specimen of marrow was 
greatly reduced. All elements were involved. This finding 
was confirmed by an iliac-crest-trephine biopsy (Fig. 3). 
The red-cell half-life (**Cr method) was slightly reduced (20 
days). The half-time of the disappearance of iron from 
the serum was prolonged (four to five hours), and the 
maximum re-utilization was reduced to 28% in eight days 
(**Fe method). The serum was fully saturated with iron at 
228 #g./100 ml. The serum albumin was 5.1 g. and globulin 
1.2 g./100 ml. Electrophoresis was normal. The stools 
did not contain occult blood. Faecal urobilinogen per 24 
hours was 47, 60, and 45 mg. The Wassermann reaction 
was negative. The blood urea was 35 mg./100 ml. The 
gastric juice contained free acid. Radiographs of the chest 
and skeleton were normal. A diagnosis of idiopathic 
hypoplastic pancytopenia was made. 

At the end of October, 1958, he received four intravenous 
injections of foetal liver (about 14x 10° cells) with a corti- 
sone cover (see Fig. 4). No reticulocyte response was 


Hb ¢/100mi. 
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1956 1957 1958 1959 1960 
Fic. 4.—Case 6. Chart showing rate of decline of haemoglobin 
in relation to treatment. 

observed, but six days later the platelet count rose to 77,000/ 
c.mm. and remained at this level subsequently. Simul- 
taneously there was some increase of leucocytes from 
around 2,000 to about 4,000/c.mm. and this was also 
maintained. Prednisolone was continued at a dose of 10 mg. 
daily. The transfusion requirements were: 


November, 1956—November, 1957, about 27 pints (15.3 1.). 

November, 1957-November, 1958, 28 pints (15.9 1.) 
(transplant October, 1958). 

November, 1958-November, 1959, 21 pints (11.9 1.) (last 
transfusion September, 1959). 

November, 1959—-November, 1960, no transfusions. 

Since the last transfusion in September, 1959, the 
haemoglobin level has been maintained in the region of 


10 g./100 ml. There has probably been a slight fall since, 
but the patient remains well and in full employment. A 
further injection is being considered. 

Comment.—The lack of data from which the rate of 
haemoglobin decline could be estimated at each stage of 
the disease makes it difficult to assess the possible effect 
of treatment in this case. The probability is that 
recovery was spontaneous and unrelated to the foetal 
liver injections. 

In the other 12 cases (see Table) there was no 
demonstrable long-term benefit, although in some who 
received fresh cells the appearance of normoblasts in 
the peripheral circulation a few days after injection 
probably indicated a temporary survival of the grafted 
cells (for details see Constandoulakis, 1959). In 
all cases the cells were prepared and administered by 
methods which have already been described (Kay and 
Constandoulakis, 1959, 1960), and it is worth noting that 
with one exception, where rapid injection caused some 
nausea and vomiting, no untoward side-effects occurred. 
Furthermore, in those cases where death occurred within 
a few days of injection no evidence of pulmonary 
embolism was observed at necropsy. 


Discussion 

The 14 cases treated represent a wide variety of 
forms of marrow aplasia. The term is used here in a 
comprehensive sense to include all types of marrow 
hypofunction. Two patients in whom an ultimate 
diagnosis of leukaemia was made could perhaps be 
excluded, although at the time of treatment their 
condition more closely resembled aplasia. The four 
children treated included two with a familial history, 
and all were different with regard to the type of aplasia 
present. 

Of the eight remaining adult cases, four were roughly 
speaking acute, with pancytopenia, and four were 
chronic, presenting with anaemia but with deficiency of 
granulocytes and platelets also. These latter include the 
two in which remission has occurred. The patients 
form a selected series in that the acute cases were 
referred for “ marrow” therapy when other methods 
had failed. The chronic cases had also been treated in 
other ways, including steroids in three ; ‘but these four 
patients were probably fairly typical of the prolonged 
variety of marrow hypoplasia. 

Even this subdivision of the disease is known to 
pursue a very variable course with a fairly high rate of 
spontaneous remission. Exactly what this rate amounts 


Details of Cases 


No. Age Sex Type of Disease Foetal Liver Cells Response 
1 18 months M Erythrogenesis imperfecta Fresh cells (19-5 x 10°) No response 
2 9 years M Neutropenia (? familial) Stored cells ow G 4x 10%) er Early death 
3 De M Hypoplasia, mainly erythropenia Fresh cells (9-5 x 10°) Temporary opuaaianaeals, No long- 
term improvement 
4 a F — mainly thrombocyto- | Stored cells only (c. 20 x 10°) No response. Early death 
6 ; ae M Chro Fresh and stored cells (5:5 and 8-7 x 1 Partial remission later (See tex t) 
7 M cells (6 x 10%) Normoblastaemia with 10% foetal 
globin. Wo long-term response. 
6 months later 
8 | 29. M Acute ns Fresh and stored colts (c. 7 and 8 x 10°) | Progressive deterioration and death 
9 , M Chronic al Fresh cells (c. 1 Remission (see text) 
10 49 ,, M Fresh and calls (4-1 and 3-3 x 10°) | No response. Early 
chloramphenico! 
il ae M Acute pancytopenia Stored cells only (15 x 10°) (cellular 
gress 7-5 x 10°) taemia with primi- 
2 a « F lasi ing to leuk: i Fi d stored cells (3-5 and 7- 
tive myeloid cells progressing to type of 
‘onic leukaemia 
13 a F Chronic pancytopenia rae and stored cells (c. 16 and 4-5x | No response. Early death 
14 67 F Aplasia progressing to leukaemia Fresh cells (2 x 10°) Transformed to blast-cell leukaemia 


\ 
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to cannot be estimated. In the absence of exact 
diagnostic criteria, cases will vary from series to series, 
while those that get published may well include an 
abnormally high proportion of successes. Again, some 
cases appear to be benefited by steroid therapy, others 
by splenectomy. Since remission is usually a slow 
process it is often impossible to distinguish the results of 
therapy from the natural fluctuations of the disease. As 
Scott, Cartwright, and Wintrobe (1959) point out, even 
the excellent results attributed to splenectomy may well 
be largely accounted for by selection of the more 
chronic cases, which are inherently more likely to 
recover spontaneously. 

In the light of these considerations it is impossible to 
assess the true rate of spontaneous remission at all 
accurately. The interested reader must perforce read 
in detail the reviews of Boon and Walton (1951), Heaton, 
Crosby, and Cohen (1957), Scott et al. (1959), and Israéls 
and Wilkinson (1961). It is not unlikely, however, that 
somewhat less than one-third of such cases as are 
commonly labelled aplastic anaemia may recover 
spontaneously. 


Clearly the cases here reported represent no particular 
advance, and no firm conclusions can be reached. At 
the same time it is worth noting that in Case 9 the 
administration of a small dose of foetal haemopoietic 
cells was followed by lengthening of the intervals 
between transfusions, and that when the rate of haemo- 
globin decline had again accelerated, a second, larger, 
dose of foetal cells was followed by a more complete 
remission. It is not impossible that in this case, as in 
those reported by Boon and Walton (1951), Morrison 
and Samwick (1940), Dameshek, McFarland, and 
Granville (1960), and McFarland, Granville, Schwartz, 
Oliner, Misra, and Dameshek (1961), a temporary 
proliferation of foreign metabolically competent cells 
in the marrow is able to help the impaired cells to 
recover, or that a direct humoral factor is involved. 


In this context the experimental work of Bernstein 
and Russell (1959) should be cited. They have shown 
that genetically anaemic mice may, without prior 
irradiation, be cured by transplantation of foetal liver 
cells from closely related animals. It can be proved 
that the donors are not quite isologous, since skin grafts 
are slowly rejected. The probability here is that the 
foreign cells are able to withstand a weak homograft 
reaction and so colonize the recipient marrow, although 
another mechanism such as transduction cannot be 
entirely excluded. 

Meanwhile Diamond (1960) has revealed the thera- 
peutic potency of androgens in many cases of aplasia, 
and it seems likely that this will take first place in future 
therapeutic efforts. 

Summary 


Fourteen cases representing different types of bone- 
marrow hypoplasia have been treated by injection of 
foetal haemopoietic cells. Out of four cases of chronic 
pancytopenia two have had remissions, the timing of 
which suggests that the foetal cells may possibly have 
been partly responsible, although chimerism was not 
detectable. 


We are indebted to Dr. D. M. Parkin, Dr. K. L. G. 
Goldsmith, and Miss C. Giles for data on blood groups. 
and to the departments of art and medical photography of 
the Royal Marsden Hospital for Figs. 2 and 4. Dr. M. 


Constandoulakis was in receipt of a Gordon Jacobs Fellow- 
ship, and the work of the Marsden Foetal Tissue Bank 


has latterly been assisted a a grant from the Medical 
Research Council. 
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SYNCHRONOUS COMBINED ABDOMINO- 
PERINEAL EXCISION OF RECTUM 


BY 


J. B. M. ROBERTS, M.B., F.R.C.S. 
Senior Surgical Registrar, Royal Infirmary, Sheffield 


In the course of the evolution of any successful operative 
procedure certain steps can be traced: firstly, the 
tentative trials in the hands of the originator ; secondly, 
the production of successful results from the depart- 
ments of the specialists ; and, finally, confirmation from 
the units of the general surgeon. 

Since the synchronous combined abdomino-perineal 
excision of the rectum was first described by Lloyd 
Davies in 1939, the first two steps have been most 
adequately negotiated. Despite the increasing popularity 
of the operation there is little evidence available to 
indicate what results the average general surgical unit 
can anticipate. The purpose of this paper is to present 
the experiences of such a unit over the past 10 years. 


Scope of the Survey 


Over this period of 10 years 160 cases of carcinoma in 
the lower 10-12 cm. of the rectum have been admitted 
to one surgical unit at the Royal Infirmary, Sheffield. 
Lesions above this level have not been included in the 
series, as it has been our practice to submit these to 
sphincter-preserving operations. Of these 160 cases, 143 
(89.4%) have undergone the operation of synchronous 
combined abdomino-perineal excision of the rectum. 
Of the remaining 17 cases (10.6%), four were judged 
to be inoperable because of very extensive local disease 
at the time of the initial examination or after an 
examination under anaesthesia. Nine others were 
submitted to laparotomy, but the operation was 
abandoned for a variety of reasons, the chief of these 
being extensive local spread with fixation laterally to 
the vascular pedicles or posteriorly to the sacrum ; this 
occurred in six cases. Scattered metastases in an 
otherwise normal liver were not regarded as a contra- 
indication to excision of the rectum, but in three cases 
the hepatic secondaries were so gross that excision was 
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not felt to be justifiable. One patient presented with 
obstructive jaundice and ascites. Of the remaining three 
patients, one was moribund from advanced bilateral 
pulmonary tuberculosis, one was in such poor general 
health due to cardiac and pulmonary lesions that it was 
felt that operation would prove fatal, and the third 
refused operation. 


The 143 patients who came to resection provide the 
material for this survey. 


Technique 

The operative technique used has varied from case 
to case, as no fewer than 16 surgeons of consultant and 
registrar level have taken part in the series. Broadly, 
however, the principles enunciated by Lloyd Davies 
have been followed, and such deviations as have 
occurred have been minor ones and have not violated 
basic principles. 

Results 
Mortality 

It is often stated by both surgeons and anaesthetists 
that this operation is excessively shocking to the patient. 
This has not been our experience, nor does it appear to 
be that of others who regularly use it. One is persistently 
surprised by the rapid post-operative recovery of 
patients with considerable chronic pulmonary or cardiac 
disease. 

The relationship of the posture of the patient during 
operation to the degree of shock is a possible factor 
we have considered. A modest degree of head-down 
tilt (see Fig.) is used and we have not found it necessary 
to indulge in the excessive degrees of tilt that are at 
times recommended. With adequate anaesthesia the 
small intestine can be packed off successfully without 
much aid from gravity, and one feels that the 
exaggerated Trendelenburg position must at least 
embarrass pulmonary ventilation. 


Illustrating the maximum degree of head-down tilt which has 
been used during synchronous combined excision of the rectum. 


There were 5 (3.5%) deaths amongst our cases in the 
post-operative period, and in four of these the reason 
was known definitely. The earliest occurred 36 hours 
after the operation, and at necropsy the cause was found 
to be a massive pulmonary collapse. A second patient 
died 48 hours after operation, and post-mortem exami- 
nation revealed a coronary thrombosis: this was in a 
man aged 79. One man died after retraction of his 
colostomy on the fifth day, with ensuing peritonitis— 
this despite a further operation in an attempt to redeem 
the situation. An intestinal obstruction developing on 
the fifth day after operation necessitated reoperation in 
a further patient, who died 24 hours after his second 
Cc 


operation. The last patient died on the fifteenth post- 
operative day, and it was thought that he had suffered 
a coronary occlusion ; permission for necropsy was not 
granted, 

Comparison of this mortality rate with that of the 
specialist is probably not justified, for the following 
reasons. Firstly, the more experienced the unit the 
higher will be the rate of attempt at resection and 
therefore the more frequent will be the really extensive 
and major procedure. Secondly, the cases referred to 
the specialist unit are likely to be subject to a degree 
of selection as regards the advanced and technically 
difficult cases. Finally, this series covers only the last 
10 years, with the benefits of advances in pre- and post- 
operative care, whereas most published series date from 
an earlier period. 

However, as a guide, the remarkable results of 
Naunton Morgan (1951) are recorded. In a series of 
287 personal cases of carcinoma of the rectum the 
operability rate was 94%. The mortality rate was 5.4% 
in 202 synchronous combined operations. 


The immediate results of the operation in our hands 
have seemed to us most satisfactory. 


Five-year Survival Rate 

The success of operations for cancer is commonly 
estimated in part by the five-year survival rate, which 
in the 70 patients operated on more than five years ago 
has been 41%. This is to be compared with Naunton 
Morgan’s figures of approximately 50%. 

However, consideration of the Mayo Clinic figures 
(Wittoesch and Jackman, 1958) for the conservative 
treatment of carcinoma of the rectum in patients who 
refused operation or were too ill for operation casts 
doubts on the value of five-year survival rates as an 
index of the value of an operation. Almost 50% of over 
a hundred patients, untreated or treated minimally by 
cautery or local excision, were alive five years later, and 
several of those dead had died from causes other than 
cancer. 

Time in Hospital 

The pre-operative care of these patients has varied 
greatly, depending chiefly upon the general health of 
the individual patient. The healthy patient has been 
seen in the out-patient department and the question of 
operation has been discussed. All necessary investiga- 
tions have been completed and a five-day course of a 
sulphonamide with low intestinal absorptivity (usually 
succinylsulphathiazole) has been administered while the 
patient is still at home. Admission has then been 
arranged on the day prior to operation. Other patients 
have required extensive pre-operative physiotherapy for 
chest disease—advanced chronic bronchitis being pre- 
valent in Sheffield—or correction of severe anaemia, 
and so were admitted several days before operation. 
Because of the variability of this period the post- 
operative time in hospital only was assessed, and the 
average figure for this period proved to be 26 days, with 
a minimum of 12 and a maximum of 80 days. No 
patient is discharged until he is competent to look after 
his colostomy alone and is provided with an adequately 
adjusted colostomy belt. 


Complications of the Operation 


As this is a major abdominal procedure the patient is 
exposed to such general complications as post-operative 
ileus, pulmonary embolism, and __ post-operative 
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psychoses. There are, however, a group of complica- 
tions which are more specifically related to this type 
of operation. These have been divided into the following 
groups: (1) urological complications, (2) complications 
related to the colostomy, (3) post-operative intestinal 
obstruction, and (4) complications of the perineal 
wound. 


Urological Complications 


The urological complications may be further divided 
into two broad groups: (A) direct operative injury to 
the urinary tract, and (B) post-operative retention of 
urine. 


Group A 

Direct trauma may be imposed intentionally or 
inadvertently upon the urinary tract at various levels. 
The ureters in their long course to the bladder are 
unequally exposed to risk above the level of the lateral 
ligaments—for in this region, while there is a possibility 
of damaging the left ureter during the ligation of the 
inferior mesenteric pedicle, the right ureter is almost 
immune from such assault (Graham and Goligher, 
1954). At the level of the lateral ligaments, however, 
the right ureter also enters the field of danger and is 
now in as much peril as is the left. The hazard is 
increased when extrarectal spread of the growth or 
previous hysterectomy has distorted the normal course 
of the terminal ureters. 

Because of this risk it is apparent that the ureters 
should be identified early in the operation, and if the 
pelvic dissection proves to be difficult constant reference 
should be made to their site. If the ureter is firmly 
involved in the growth it may of course be necessary 
to resect the lower end deliberately in order to eradicate 
the growth. Should the ureter be divided Graham and 
Goligher suggest that the proximal end be reimplanted 
into the bladder, as in their experience ligation of the 
cut end is often followed by a urinary fistula. 


Deliberate division of the right ureter was undertaken 
once in our series, and we are unaware of any ureter 
being divided inadvertently. It has not, however, been 
our practice to perform any routine post-operative 
urological examination such as excretory pyelography, 
and it is therefore possible that ureters may have been 
divided without our knowledge. Fistulae from ureteric 
trauma were not encountered. 


Damage to the base of the bladder is more likely to 
occur in men, for in women the uterus normally protects 
the bladder from involvement in the growth except in 
the most extensive cases. A partial cystectomy was 
undertaken once in our series where the growth involved 
the base of the bladder and was followed by a perineal 
urinary fistula. This failed to close despite continuous 
bladder drainage by urethral catheter, and after three 
months formal operative closure was_ successfully 
performed. 


The membranous urethra is exposed to slight risk 
in the male and if damaged should be repaired 
immediately. No such case was seen in this series. In 
the female the intervening presence of the vagina is 
a safeguard to the urethra. 


Trauma to the distal urinary tract may be minimized 
by undertaking the establishment of the plane of the 
fascia of Denonvilliers from the abdomen. This is 
usually a well-defined plane, unless involved by growth, 
which may be more easily identified from above than 
below. 


Group B 

Urinary retention of varying degree is common after 
this operation and there is no single factor which can 
be held responsible for all cases. Neurogenic lesions 
after damage to the sacral parasympathetic outflow, 
previous incomplete bladder-neck obstruction, and 
derangement of the pelvic viscera all undoubtedly play 
their part and indicate the necessity for attention to these 
factors at all stages in the care of the patient. Pre- 
operative assessment of the state of the urinary tract 
is important—the chance of examining the prostate is 
gone after the operation. If the abdominal operator be 
allowed to define the retrorectal space damage to the 
nervi erigentes should be rare, and after the operation 
the use of an indwelling catheter will prevent distension 
of the bladder if a temporary diminution in detrusor 
tone occurs. 

It has been our experience that temporary urinary 
difficulty is quite common in female patients, but this 
has invariably resolved after continuous catheter 
drainage. In one woman, however, a large vesical 
calculus was found five years after the original operation 
and transvesical operation was required. In the male, 
however, spontaneous resolution of the retention is far 
less likely, suggesting that there is an associated 
obstructive element. The supporting role of the uterus 
might afford the explanation of the sex difference in this 
post-operative complication, but when hysterectomy has 
been combined with the rectal excision urinary 
difficulties have still proved to be transient, provided 
that adequate bladder drainage is maintained. There 
thus seems to be much doubt whether a pure neuro- 
genic lesion is anything but a rarity, and it is becoming 
increasingly apparent that American urologists are very 
suspicious of whether prolonged retention occurs in the 
absence of an obstructive element. Both Ewert (1957) 
and Emmett (1957) stress that in their experience the 
vast majority of cases of bladder dysfunction in male 
patients respond to transurethral resection of the 
prostate. Of the men in our series, four required post- 
operative prostatectomy—three for benign lesions and 
one for an associated primary carcinoma of the prostate. 

When the catheter is removed at the end of the first 
week after the operation it is important to be certain 
that micturition is adequate, for often the patient will 
remark that there is no difficulty in micturition and 
further discussion reveals that the 15-minute frequency 
which is satisfying him is an expression of an overflow 
incontinence. Examination of the bladder will reveal 
a distended and often insensitive bladder. 


Colostomy Complications 

There is no doubt that the colostomy has proved 
to be a source of considerable trouble within the series. 
Various techniques have been adopted from time to 
time, all involving the siting of the colostomy in the 
left iliac fossa away from the abdominal wound. 
Originally it was our practice to leave the terminal colon 
projecting for some distance from the muscle-splitting 
incision, being held in place by a clamp of the de Martel 
variety. Unfortunately, this was associated with a 
definite risk of colostomy stenosis, and eight patients 
required refashioning of the colostomy—this complica- 
tion being apparent from one to three years after the 
original operation. Retraction of the colostomy was 


seen twice using this method: on one occasion this led 
to a fatal peritonitis despite laparotomy to relieve the 
situation. 


« 
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The rather high incidence of colostomy stenosis, 
together with the occasionally difficult manceuvre of 
closing the paracolic space, dictated against the con- 
tinuation of this technique, and for the last two years 
we have brought the colostomy out through a muscle- 
splitting incision but by an extraperitoneal route, 
and have then performed a prompt mucocutaneous 
anastomosis. So far this seems to have been a 
satisfactory procedure, but our experience is not yet 
sufficient to be certain. It has of course the added 
advantage that, as there is no paracolic gutter to close, 
a small incision just large enough to allow the passage 
of the colon is all that is needed. 

Even this technique is not infallible, and in one patient, 
admittedly elderly and a diabetic, the colostomy broke 
down to some extent on the tenth day, having functioned 
satisfactorily until this time. It settled rapidly, but one 
must wonder about the risk of stenosis later in such a 
case. A similar episode occurred in an elderly woman 
who had the rectum excised for a carcinoma supervening 
upon an ulcerative colitis. It had been intended to 
perform a total colectomy at the same time, but 
unfortunately her condition under the anaesthetic dictated 
against this. On the eighth day the mucocutaneous 
stitches sloughed through the colon, which retracted into 
the wound. Under these circumstances it is comforting 
to think that the orifice, by reason of its extraperitoneal 
route, is still some considerable distance from the 
peritoneal cavity. 

The re-routing of the colon through the abdominal 
wall often results in a delay of function. which in our 
series has been as long as 10 days. though this is unusual. 
Strangely, though the patients have been unaware of 
passing flatus the abdomen has been but little distended 
and it would seem that some gas must surreptitiously 
leak out. There is no cause to interfere when this occurs, 
and undue dilatation of the opening and passage of 
flatus tubes is likely to damage the newly established 
orifice. 


Neither colostomy prolapse nor troublesome hernia- 
tion at the colostomy site has been common. Only one 
patient has required reoperation to deal with a prolapse 
of the colostomy, and in no case has a hernia required 
surgery. 


Intestinal Obstruction 


A transient paralytic ileus is quite common after 
synchronous combined excision of the rectum, but the 
incidence is no greater than that of more minor 
procedures ; for if there be adequate relaxation during 
surgery the small bowel requires minimal handling and 
rapidly recovers its tone. 

The question of small-bowel obstruction of a 
mechanical nature has been fully discussed by Goligher, 
Lloyd Davies, and Robertson (1951). While their cases 
were not operated upon solely by the synchronous 
combined technique there is no reason to believe that 
this operation has any unique advantage or disadvantage 
over its near relations in this respect. They found an 
incidence of 37 cases of small-bowel obstruction in a 
consecutive series of 1,302 rectal excisions at St. Mark’s 
Hospital—that is, almost 3%. 

Of the 12 cases in the St. Mark’s series, 10 were caused 
by adhesions to the suture line, and the only small-bowel 
obstruction in our series had a similar cause. 

Time of Obstruction—Of the 37 cases in the St. 
Mark’s series, 25 occurred in the first four weeks after 


the operation and the remaining ones in a variable period 
up to 14 years after operation. The authors stressed 
that the classical picture of mechanical obstruction with 
intestinal colic and exaggerated bowel sounds heard on 
auscultation is not inevitable in the post-operative period. 
Often the obstruction is insidious in its onset, hinting 
of its presence only by gradually increasing abdominal 
distension and vomiting, or more copious gastric 
aspirate. This was certainly so in our patient, and at 
no time did he complain of any pain, being rather 
generally distressed and sweating, with only a modest 
amount of distension. There is thus much risk of 
mistaking such a mechanical obstruction for a prolonged 
paralytic ileus, and subsequent laparotomy may be 
excessively delayed. 


Complications of the Perineal Wound 


While there has been considerable controversy over 
the question of closure of the perineal wound, our policy 
has been dictated by the findings in each particular case. 
The peritoneal floor has been closed whenever this is 
possible, and after mobilization laterally of the peritoneal 
flaps, if necessary, closure is nearly always possible. If 
the wound in the perineum is dry at the end of the 
operation a primary closure without drainage is 
performed. If there is much oozing which cannot be 
controlled then a small pack is left in place. A 
corrugated rubber drain brought through the centre of 
the line of closure is used for the remaining cases. 


Minor degrees of infection in the perineum are not 
uncommon, but in only five cases did a gross infection 
or breakdown of the perineal wound delay discharge 
from hospital. This figure would doubtless be much 
higher were not antibiotics available. 


Herniation at the perineum of a degree to be noticed 
by the patient was found only twice, and in both cases 
no active treatment was undertaken. It is surprising 
that this is not a more common sequel of the operation. 


On one occasion the wound broke down suddenly six 
months after it had apparently first been completely 
healed: serous fluid only was discharged and no foreign 
material was found. The wound healed satisfactorily 
after this episode, no evidence of tumour being found 
in the disrupted wound edges. 


Summary 

The results of the past 10 years’ experience, in a 
general surgical unit, of the procedure of synchronous 
combined abdomino-perineal excision of the rectum are 
reported and discussed. It is suggested that these 
confirm the views of the specialist units, already well 
known, that this is a relatively safe and very justifiable 
operation, considering its magnitude. The variants on 
the original basic technique are examined in the light 
of our own experience, 


It is a great pleasure to acknowledge the kindness of 
Mr. W. J. Lytle in allowing me to publish the results of 
these cases, which have been treated under his care with 
results that are self-apparent. 
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BOLUS OBSTRUCTION AFTER 
PARTIAL GASTRECTOMY 


BY 
P. H. POWLEY, M.B., B.S. 


House-Surgeon, St. James’ Hospital, London 


The occurrence in six months of three cases of bolus 
obstruction after partial gastrectomy prompted an 
investigation into the subject, and it was found that in 
the period 1951-60 nine patients suffering from this 
condition were treated by the gastric unit at St. James’ 
Hospital, no fewer than six of them in the last two 
years. It is realized that these cases were all admitted 
by a hospital in which over 300 partial gastrectomies 
are performed each year, and the policy of the hospital 
is to accept any patient who has previously been under 
its care ; however, bolus obstruction is a common con- 
dition and will become increasingly common as more 
people have partial gastrectomies. It deserves to be 
well known. Brief reports of these nine cases are out- 
lined below. 


Case Reports 


Case 1—-A woman aged 61 had had a Billroth I partial 
gastrectomy at St. James’ Hospital eight years previously. 
She gave a three-day history of colicky pain and 
constipation, An obstruction was found at the lower end 
of the ileum, caused by four segments of partially digested 
orange. The bolus was removed by enterotomy. She made 
an uneventful recovery. 

Case 2.—A man aged 72 had a history of partial 
gastrectomy (of a type not ascertained) performed at the 
age of 65. He was a Lancastrian and was very fond of 
tripe, which he found difficult to chew, being edentulous. 
Several times he had noticed that after a meal of tripe he 
had colicky pain for a few hours and his abdomen was 
distended. He had eaten tripe two hours before the onset 
of pain on this occasion and had suffered severe colic and 
vomiting for five hours before admission. At laparotomy a 
large bolus of tripe was found in the mid-ileum, Ht was 
broken up and milked on to the large gut, having been 
observed through a small enterotomy. The patient made an 
uneventful recovery. 

Case 3—A woman aged 64 had had a Billroth I partial 
gastrectomy for gastric ulcer at St. James’ Hospital six years 
before admission. She had been having colicky abdominal 
pain and vomiting for nine hours. At operation a chunk of 
orange was found obstructing the ileum, and it was milked 
on to the caecum, The patient made an uneventful recovery. 

Case 4.—A man aged 36 had had a valved Polya-type 
partial gastrectomy (conversion from a gastroenterostomy) 
nine years previously. He was operated on 12 hours after 
the onset of acute small-bowel obstruction, and was found 
to have a brussels sprout lodged in his ileum. The bolus 
was removed by enterotomy. He had to have a further 
operation a fortnight later for fresh adhesions around the 
enterotomy site, and was very ill with a pelvic abscess before 
he left hospital six weeks after admission. 

Case 5.—A man aged 59 had had a previous operation— 
a valved Polya-type partial gastrectomy for duodenal ulcer— 
performed at St. James’ Hospital three years previously. He 
was admitted with a 24-hour history of acute obstruction, 
and was found to have a bolus consisting of gooseberry skins 
impacted in a part of the ileum narrowed but not obstructed 
by adhesions. An enterotomy was performed. The patient 
made an uneventful recovery, 

Case 6—A man aged 47 had had a Polya-type partial 
gastrectomy without a valve at another hospital five years 
earlier. He was operated on 24 hours after being admitted 


with an obstruction. A bolus of orange pith was revealed 
impacting the mid-jejunum, This was removed by enter- 
otomy. A wound infection slowed the recovery. Culture 
of the pus revealed bowel organisms. 

Case 7—A man aged 65 had had a Billroth I partial 
gastrectomy for gastric ulcer nine years earlier at St. James’ 
Hospital. He was admitted with a 10-hour history of colic 
and vomiting, and said he had eaten an orange without 
chewing it properly 12 hours before admission. The diag- 
nosis of orange-pith obstruction was confirmed at 
laparotomy and the bolus milked on into the caecum. The 
patient made an uneventful recovery. 

Case 8.—A man aged 65 had had a Polya-type valved 
partial gastrectomy for duodenal ulcer at St. James’ Hospital 
17 years earlier, and had been symptom-free since then 
until the day before admission. He had suddenly developed 
a severe colicky pain in the upper abdomen 28 hours before 
admission. This had become a lower-abdominal pain an 
hour or two before he was admitted. He confessed to 
having eaten his daily orange (which he had taken almost 
every day for 17 years) without putting in his dentures, The 
diagnosis of orange-pith obstruction was made, and it was 
thought that the obstructing lesion had travelled down the 
gut a considerable distance, so that it was worth while trying 
conservative treatment. This had achieved nothing after 12 
hours, and at laparotomy a bolus of orange pith in the 
terminal ileum was found just proximal to a kink due to the 
insertion of the ileocaecal fold. The bolus was milked on 
into the caecum and the fold divided. The patient made an 
uneventful recovery. 

Case 9.—A man aged 58 had had a Billroth I partial 
gastrectomy for gastric ulcer at St. James’ Hospital one year 
earlier. He had been suffering from colicky abdominal pain 
and vomiting for 24 hours before admission. At operation 
a large bolus was found obstructing the lower ileum. The 
nature of the bolus could not be identified, and it was milked 
on into the caecum. The patient made an uneventful 
recovery. 

Discussion 

The subject of intestinal obstruction by foodstuffs 
has been extensively reviewed by Ward-McQuaid 
(1950); and Davies and Lewis (1959) also discussed 
many aspects of the problem, including the association 
of this complication with previous partial gastrectomy. 
Butler (1959) presented three cases and was able to 
collect 30 from the literature but only one case follow- 
ing upon a Billroth I operation (Norberg, 1956), and at 
the same time Davies and Lewis reported on 
four cases following Polya-type gastrectomies or gastro- 
jejunostomies. In an extensive correspondence in the 
British Medical Journal five other cases were detailed 
(Gall, 1957; Corbett, 1957; Colabawalla, 1957; 
Goodman, 1957 ; Cade and Qvist, 1957), one of which— 
that described by Gall—followed upon a Billroth I 
partial gastrectomy. Recently five more cases have 
been added to the literature—all occurring after Polya 
operations (Spurzem and Desser, 1957 ; Fleming, 1959 ; 
Nagel and Bergera, 1960). 


Included in the present series are four that occurred 
after Billroth I partial gastrectomy. It is a principle of 
the unit that the stoma in a Billroth I operation is made 
at least half the width of the stomach, and a longitudinal 
incision is often made in the duodenum to facilitate this. 
The high incidence of bolus obstruction after the Bill- 
roth I partial gastrectomy demonstrates that a large 
stoma can be produced. Two cases were diagnosed 
pre-operatively, but this is a reflection of the increasingly 
high incidence of the condition, because it is in the 
minds of the registrars and house-surgeons dealing with 
the patients. 
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It seems clear from the history of Case 2 that attacks 
occur in which operation is not required, and that 
prompts one to wonder how many patients who are 
admitted with acute obstruction after partial gastrectomy 
and who settle on conservative treatment are actually 
obstructed by a bolus. One should look out for this 
syndrome in order to advise such patients to be careful 
about mastication of food. 


It must be emphasized that in most cases the bolus 
can be milked on into the caecum. The story of Case 4 
illustrates the added risk involved in doing an 
enterotomy at Operation, and the wound infection in 
Case 6 was probably due to the enterotomy. Davies and 
Lewis (1959) stress this aspect of treatment. 

An endeavour is now made at St. James’ Hospital to 
impress upon every patient who has a_ partial 
gastrectomy the importance of chewing food well, 
though this was not always the case. This should be a 
universal piece of advice, to be given to every patient 
who has a partial gastrectomy. 


Summary 


Nine cases of food bolus occurring after partial 
gastrectomy are described. A brief discussion of the 
condition and its treatment is added. It is noted how 
common the condition is becoming, and prevention of 
its cause is stressed. 


I thank Mr, N. C. Tanner and Mr. A. M. Desmond for 
allowing me to publish records of patients admitted under 
their care, and Dr. B. F. A. Swynnerton for help, criticism. 
and advice. 
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Human brucellosis was first diagnosed among the 
resident population of the Isle of Wight in 1930. 
Sporadic cases were subsequently reported in 1933, 1945, 
1950, and 1958 (Dalrymple-Champneys, 1959). 


Brucellosis was also known to have occurred among 
dairy cattle on the island. Br. abortus was recovered 
from 10 out of 58 aborted calves examined between 
1954 and 1958. Between April, 1957, and October, 
1959, Br. abortus was found in the milk produced by 
25 dairy herds, comprising about 400 head of cattle. 

The winter population of the Isle of Wight is about 
93,500 (Registrar-General’s estimate for 1959), but the 
yearly influx of visitors raises the resident population 
in August to nearly 180,000. 


Plan of Investigation 

The present paper describes the results of 
investigations made between December, 1958, and 
December, 1959, in an attempt to assess the extent of 
human and animal brucella infection on the island. 

1. A search was made for cases of active human infection. 
Family and hospital doctors were asked to notify suspected 
cases to the county medical officer of health, who reviewed 
the evidence and suggested further investigations where 
necessary. 

2. Brucellin skin-tests and agglutination tests were used 
to assess the extent of infection among adults and children. 

*Dr. Brodigan died on January 15, 1961. 


tIn receipt of a grant by the Colston Research Fund, University 
of Bristol. 


Skin-testing was done with a Heaf multiple-puncture gun, 
using a preparation of brucellin specially made available 
by the Standards Laboratory of the Public Health Labora- 
tory Service at one thousand times the strength supplied 
routinely for intradermal skin-testing (Wallis, 1959). Results 
were read after 72 hours, and were scored in terms of the 
number of indurated papules developing in that time. A 
further reading on the 10th day could be made in only a 
few instances. Skin reactions were regarded as positive 
when two or more papules were noted after 72 hours. 
Agglutination tests were made with the agglutinable suspen- 
sion of Br. abortus issued by the Standards Laboratory of the 
Public Health Laboratory Service, in plastic agglutination 
plates with 0.5% phenol in 0.9% saline as diluent. The 
tests were kept overnight in a 36° C. incubator, then stood 
for 24 hours at 5° C., and finally left at room temperature 
for half an hour before reading. The end-point taken was 
the highest serum dilution showing a clear pattern of sedi- 
ment on standing, with agglutinates visible to the naked eye 
after stirring. Skin tests, and in many instances agglutina- 
tion tests, were done on a number of adults whose 
occupations involved contact with live cattle or their 
carcasses. A number of adults and children drinking milk 
from infected herds were similarly investigated. 

3. Skin-testing was used to examine a group of primary- 
school children and a number of patients in a psychiatric 
hospital. Agglutination tests were done on some of these 
patients. 

4. Agglutination tests were done on a number of sera 
from blood donors, and also on blood specimens taken 
from expectant mothers in the course of routine antenatal 
care. 
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5. A series of tonsils removed in the course of elective 
tonsillectomy were examined by culture and by guinea-pig 
inoculation for the presence of Br. abortus. 

6. Milk produced on the island was examined for evidence 
of brucella infection. Churn samples were taken from 
most of the herds whose milk was sent to two pasteurizing 
plants. These were examined first by the milk ring test. 
Samples that were positive by the ring test were re-examined 
by a whey-agglutination technique. Milk positive by this 
test was then inoculated into guinea-pigs. Similar tech- 
niques were applied to bulk samples of milk sold raw and 
to individual cow samples from a.number of herds 
(McDiarmid, 1961). 


Results 


1. Cases of Active Human Brucellosis.—Four of the 
19 patients investigated were thought to be examples of 
active infection on the basis of history, serology, blood 
picture, or response to treatment with streptomycin and 
tetracycline. The essential data on the four cases are 
presented in Table I. A fifth patient gave a history of 
an acute episode in 1941. 


TaBLe I 
Case 1 Case 2 Case 3 Case 4 
Clinica) features: 
Sweating ’ + + + + 
Weakness + + + N 
Malaise + + + + 
Headache + + + + 
Anorexia + + + + 
Rigors + + N + 
Cough as N + + 
Depression + + + + 
Fever wa + + + + 
Neutrophil count ND 2,000/ 4,000/ 2,000/ 
c.mm. c.mm. c.mm. 
Skin test is + 3) + (5) ND ND 
Agglutination titre: 
Before skin test 20 ND 200 600 
eS 100 2,000 ND ND 
Therapeutic 
response* ey + + + + 
Milk supply Ww, Ww, Raw, w, 
infected infected infected infected 
Age i re 35 41 36 36 
Sex M F M M 
Occupation Farmer Housewife | Medical Office 
practitioner} worker 


* To streptomycin and tetracycline. N = Negative. ND = Not Done. 

2. Survey of Persons Thought to be Occupationally 
Exposed or Known to be Taking Raw Infected Milk.— 
The data from this part of the work are summarized in 
Table II. 


Taste II 
Positive 
No. Positive Agglutination 
Examined Skin Test Test (Titre 
20 or More) 
Veterinary surgeons ma 8 7 7 
Public health dept. staff .. 4 3 1 
Abattoir workers A 13 8 4 
Sausage-facitory employees 22 5 4 
Bone-mea! factory em- 
ployees 2 5 4 2 
Persons taking infected milk 82 36 19/27 


3(a) Skin Tests on Primary-school Children.—Skin 
tests were carried out on 685 children, comprising more 
than half the 6-year-old children in maintained schools 
on the island. Of the 126 who attended rural schools, 
16 (12.5%) gave 2-plus skin reactions or stronger. The 
remaining 559 attended urban schools, and included 21 
positive reactors (4%). At the time of skin-testing, 
inquiry was also made whether raw or heat-treated milk 
was drunk at home. Complete data on skin-test result 


and home milk supply were obtained from 565 children, 
and are presented in Table III. 
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No. Positive Skin Test 
No. of Drinking 
Type of School Children Raw Milk Raw Heat-treated 

Examined at Milk at Milk at 

Home Home Home 
Urban... 439 160 (37%) 6( 38%) 13 
Rural 126 85 (67%) 14 (17%) 2 (49%) 


3(b) Survey of Psychiatric In-patients—Of the 277 
patients skin-tested, 52 gave positive results. Agglutina- 
tion tests were done on 132 patients, with the results 
shown in Table IV. 


TasBLe IV.—Agglutination Titres from Psychiatric Hospital 


In-patients 
<20 20- 40- 80- 160- 
No. of sera reac- 
ting .. .. | 116 (86%) | 16 (14%) | 10(7-6%) | 4(3%) 1 


4. Agglutination Tests on Blood Donors and 
Expectant Mothers.—Sera were available from 1,287 
blood donors and 108 expectant mothers attending ante- 
natal clinics. Separate analysis of the two groups 
showed that agglutinin titres were distributed with 
similar frequencies in each. The data are therefore 
presented in a single table (Table V). 


TaBLe V.—Agglutination Titres from Blood Donors and 
xpectant Mothers 


Titre <20 20- 40- 80— | 160- | 320— | 640- | 1,280— 
No. of sera reac- 13 5 
ung 


1,155 | 240 | 131 | 75 | 34 | 25 
(83%) | (17%)| (9%) | (5%) | (2%) | (2%) 


5. Tissue Examinations.—Examination was made of 
111 pairs of tonsils for the presence of Br. abortus, with 
uniformly negative results. 

6. Animal Brucellosis——At the field station of the 
Agricultural Research Council, Compton, 2,480 churn 
samples, drawn from 459 farms, were examined: 415 
samples were positive to the milk ring test. Of these, 
118 were positive to the whey tube-test, and 18 out of 
this group proved positive on biciogical testing. Addi- 
tional investigations led to the discovery of 15 more 
infected herds. In all, 33 (6.3%) of the 520 registered 
dairy herds on the island were found to be infected. 
Individual samples were taken from 338 cows in 20 
herds. Of these, 33 were positive on guinea-pig 
inoculation. 

Discussion 


Subclinical or inapparent infection by Br. abortus is 
much commoner than the occurrence of frank cases with 
an identifiable pattern of signs and symptoms. That 
infection has taken place may reasonably be inferred on 
finding agglutinins or evidence of skin sensitization, but 
the demonstration of either, or both, of these is not 
sufficient to establish the presence of active disease. 
Among 1,287 sera from apparently healthy blood 
donors, |! gave agglutinin titres of 640 and 5 of 1,280 or 
more (Table V). Subjective assessment of the whole 
clinical picture by a clinician is still necessary before a 
train of symptoms in a particular patient can firmly be 
attributed to infection by brucella. 

In this survey an attempt has been made to appraise 
both aspects. Agglutination tests and brucellin skin- 
testing were used to assess the extent of infection. 
Separate detailed inquiry into individual patients was 
made in order to discover how often infection is causing 
overt disease. 
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The incidence of the disease in this country is 
uncertain. Estimates have ranged from 400 cases 
annually (Wilson, 1932) to 1,300 (Dalrymple- 
Champneys, 1950). Barrett and Rickards (1953), Davies 
(1957), and Wallis (1959) have published evidence that 
cases are common in rural areas. At the end of 1959 
four local authorities had acquired powers under section 
147 of the Public Health Act, 1936, to make brucellosis 
notifiable and applications from three other authorities 
were under consideration (Ministry of Health, 1960). It 
is unlikely that notification can give much useful inform- 
ation unless the criteria for diagnosis can be made 
clearer and less subject to controversy. 


During the present survey 19 patients were 
investigated as possible cases of active brucellosis. In 
four instances the evidence seemed complete enough to 
put the diagnosis beyond mere reasonable suspicion 
(Table I). Among the 16 psychiatric patients found to 
have agglutinin titres of 20 or more, seven were 
suffering from depressive illness, but there was no 
evidence that any were examples of the psychiatric 
complications described by many authors. 


The results of agglutination tests and brucellin skin 
tests are in good agreement, and show that infection is 
very many times commoner than overt clinical disease. 
Differences in technique and in the agglutinability of 
suspensions make it hard to compare agglutinin titres 
obtained on different sera, at different times, in different 
laboratories. The agglutination technique used in this 
survey regularly gave titres at least fourfold higher than 
those obtained from the same sera using the standard 
antigen provided from the Weybridge laboratories of the 
Ministry of Agriculture, and using their standard 
technique described by Stableforth (1953). Many 
human sera with titres of 20 or 40 gave negative or 
doubtful reactions with the Weybridge suspension in 
two independent laboratories. A titre of 20 has been 
regarded as significant because—(1) titres at this level 
have been encountered regularly in cases of diagnosed 
brucellosis, and (2) patients with an agglutinin titre of 
20 will respond to a skin-test dose of brucellin by a 
marked, transient rise in agglutinins. 


Agglutination tests on 1,395 adults (Table V), showed 
that titres of 20 or more occurred in 17%. These 
figures are in marked contrast to the proportion of 70% 
found positive among the sera of 27 persons known to 
be drinking raw infected milk (Table II). A similar 
finding was made when investigating an outbreak of 
brucellosis in a Wiltshire village, traced to a heavily 
infected supply of raw milk. In this episode 78% of 
130 sera had agglutinin titres of 20 or more. 


Skin tests on adult psychiatric patients gave the same 
proportion of positives as did agglutination tests (52 
out of 277). A different pattern was found among 
children (Table III). The rate was low (4-5%) for 
children drinking only heat-treated milk, whether in 
urban or rural areas. In urban schools 160 out of 439 
drank raw milk at home, and these included only 6 
positive reactors (3.8%). By contrast 126 children in 
rural schools included 85 who drank raw milk, and 
among these were 14 reactors (17%). It was hardly 
expected that one-third of the children in urban schools, 
and two-thirds of those in rural schools, would be found 
taking raw milk at home. The cause of the very high 
proportion of reactors among the rural children was not 
determined. Probably many of these still receive 


“ accommodation ” milk from a variety of small units, 


less carefully kept than the large dairy herds supplying 
towns. The country child is also apt to be expused to 
infection from animals and cattle-sheds as well as by 
way of the milk supply. 


Cattle are the source from which infection spreads to 
the human population. Ross (1958) thought that since 
93.2% of all milk sold to the public was heat-treated 
and most cases of human brucellosis occurred in rural 
districts, occupational contact with infected animals 
might be more important than milk as a mode of 
infection. The data in Table II support the view that 
contact with animals carries an enhanced risk of infec- 
tion (Wilson, 1932; White, 1960). On the other hand, 
there is abundant evidence that milk has been the vehicle 
of infection in many cases (Dalrymple-Champneys, 
1960), and the figure of 42% positive skin tests among 
persons drinking milk from infected herds is very much 
higher than the overall rate for the island (17-18%). 
Although occupational infections clearly occur, the 
evidence suggests that infected milk remains an 
important hazard. 


Where the medical officer of health of a district is 
satisfied that a person is suffering from disease caused 
by the consumption of infected milk he may issue a 
notice in accordance with Article 20 of the Milk and 
Dairies Regulations, 1959, prohibiting its sale or use in 
the manufacture of products for human consumption 
unless it has been satisfactorily treated. During 1959 
official notices were served throughout the whole country 
on only 43 occasions. Doubtless many medical officers 
of health follow the practice of Leicester County and 
District Councils (Gregory, 1956), dealing with many 
herds on the basis of undertakings from farmers that 
their milk will be sent for pasteurization. : 

The negative results obtained by examining tissue 
removed at tonsillectomy are reported here as contrast- 
ing with rare positive findings reported elsewhere 
(Carpenter and Boak, 1932; Poelma and Pickens, 
1932). 

Examination of raw milk showed that the overall rate 
of infection among the 520 registered herds on the 
island is 6.3%. This may be compared with the figure 
of 4.6% positive in 11,051 herd samples examined by 
laboratories of the Public Health Laboratory Service 
during 1959 (Report, 1961). The introduction of S.19 
vaccine in 1944 has been very successful in achieving a 
dramatic fall in the incidence of contagious abortion 
among cattle (Stableforth er al., 1960). Vaccination of 
calves when 6-8 months old is known to give effective 
protection through at least five pregnancies (McDiarmid, 
1957). 

On the Isle of Wight, as a result of talks by the 
county medical officer to farmers and personal letters 
from the Divisional Veterinary Officer, the number of 
calf vaccinations rose to 1,441 in the second half of 
1959. The figures for comparable periods for 1957 and 
1958 were respectively 980 and 856. 

Vaccination of calves does not wholly prevent the 
production of infected milk. Vaccinated herds with 
little evidence of uterine infection may yet have much 
udder infection (Kerr et al., 1958; Kerr and Rankin, 
1959). Of the 33 infected herds on the island, 26 were 
among the 310 herds participating in the calf vaccination 
scheme, but it is not known what proportion of calves 
were vaccinated in each herd. It is also likely that 
repeated examinations would have uncovered infection 
in several more herds. 
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Summary and Conclusions 


The incidence of brucella infection and active disease 
in the Isle of Wight was assessed by a survey during the 
12 months December, 1958, to December, 1959. 


Four cases. of clinically active disease were 
encountered. 


Agglutination tests and skin tests indicate infection in 
about 17% of the adult population. 


Of 685 children, 5% gave positive skin tests. Raw 
milk was drunk at home by 37% of children attending 
urban schools, and by 67% of children attending rural 
schools. The incidence of positive skin tests was highest 
(17%) among a group of 85 children who attended rural 
schools and drank raw milk at home. 


On the basis of single examinations 33 out of 520 
registered dairy herds on the island were found to be 
producing milk infected by Br. abortus. 


Data were also obtained on the incidence of 
agglutinins and skin sensitivity among adults occupa- 
tionally exposed to infection by contact with animals, as 
well as among others known to be drinking raw milk 
from infected herds. 


It is concluded that infection is widespread among 
the dairy herds on the island. Consumption of infected 
milk is associated with a high rate of infection among 
adults and children. Much of this infection is sub- 
clinical, but cases of overt disease are occurring. 


We are glad to acknowledge the assistance given to this 
inquiry by Dr. C. M. P. Bradstreet, Sir Weldon Dalrymple- 
Champneys, Mr. G. A. Gould, Mr. A. Sheath, Mr. A. W. 
Smith, Dr. H. R. E. Wallis, Dr. R. A. Zeitlin, Dr. W. S. 
Gordon, and many Isle of Wight medical. practitioners, 
especially Dr. G. Gordon Brown and Mr. R. B. Grimaldi, 
veterinary surgeons, head teachers, and parents. Although 
every encouragement was given by the chairman, members, 
and other officers of the Isle of Wight County Council, the 
views expressed are our own. 
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President KENNEDY has announced that he is establishing 
a panel of medical and other experts to plan a programme 
of research into the causes, cures, and means of preventing 
mental retardation. He said in a statement that there were 


5,000.000 mentally retarded people in the United States and 
that the number is expected to rise to 6,000,000 by 1970. 
(New York Times, October 16.) 


DIFFICULTIES IN WEANING IN 
STEROID TREATMENT OF ASTHMA 


BY 


J. P. KNOWLES, M.A., M.B., M.R.C.P. 
Medical Registrar, University College Hospital, London 


There is general agreement that adrenocorticosteroids 
are useful in treating an acute attack of asthma (M.R.C., 
1956b), but a good deal of discussion has arisen about 
their effectiveness as a long-term measure (M.R.C., 
1956a). In spite of the M.R.C.’s unenthusiastic report 
on this long-term use, most subsequent workers have 
not agreed, and this opposing view is well summarized 
by Phear et al. (1960). 

In practice, the usual difficulty is not to decide 
whether to give long-term steroid therapy to a particular 
patient, but how to wean a patient from treatment once 
symptoms are under control. It is this difficulty in 
weaning that is the main deterrent to giving steroids 
to asthmatics. Information with regard to the possibility 
or probability of weaning the patient suggests this is 
usually difficult. Thus Walton (1956), who studied 153 
patients for up to five years, concluded that it “is rare 
that patients can stop using them [steroids] once they 
have started.” Sheldon et al. (1955), who studied 51 
patients for periods of up to six months, noted that 
relapse of symptoms was “ the usual experience when 
the drug was withdrawn.” 

In the M.R.C. 1956a trial 22 of the 36 patients (61%) 
were still taking steroids 6 to 22 months after the trial 
ended ; only 7 (19%) were reported to be well and off 
steroid treatment. Bickerman et al. (1954) treated 163 
patients with short courses of steroids (average about 
8 days, range 3 to 21 days) and noted relapse in the 
majority shortly after stopping treatment. Twenty-two 
patients were free of symptoms for more than two 
months, but only one had a remission lasting more than 
12 months. Brockbank et al. (1957) treated 29 patients 
for up to three and a half years and reported 8 (27.6%) 
as being well and off steroids. Irwin and Burrage (1958) 
studied 68 patients for up to seven years and found that 
all except 3 (5%) still required steroids. Arnoldsson 
(1958), who also presents a very extensive review of the 
literature, gives details of 161 patients, of whom only 
two were successfully weaned. Livingstone (1958), in a 
general review, says “ they are difficult, if not impossible 
to withdraw.” Williams (1959) reported 202 patients, 
some of whom had been followed since 1951: 121 (60%) 
needed continuous treatment, 43 (21%) had intermittent 
tredtment, and 38 (19%) had only a single course of 
treatment. Phear ef al. (1960) treated 50 patients for 
three to six months, and only 6 (12%) remained well and 
off steroids. Of the 701 patients described, sufficient 
details are given about 538 to say that 463 (86%) of 
them were still taking steroids at the end of the period 
of observation. There were 21 deaths (3%). 

None of the above authors set out specifically to study 
the problem of weaning from steroids, and it is felt 
that a more detailed analysis with this in mind is 
justified. Accordingly, a retrospective survey has been 
made of all patients with asthma attending the asthma 
clinic at University College Hospital who have had 
treatment with steroids. Answers have been sought to 
the following questions: (1) When asthma is treated 
with steroids is the treatment likely to be permanent ? 
(2) Which type of patient, if any, is likely to be weaned ? 
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Material and Methods 


For the purposes of this study, asthma may be defined 
as chronic or recurrent dyspnoea associated with 
wheezing and without associated heart disease or 
obvious chest infection. It is often difficult to be sure 
whether some patients are suffering from asthma or 
chronic bronchitis or both diseases together. Patients 
with obviously infected sputum were excluded, but exact 
differentiation of these two diseases is sometimes very 
difficult, as is mentioned later. 


Of the 135 patients who were studied from the time 
they started on steroids to the time of their last 
attendance at the clinic, 24 are no longer attending and 
they have not been followed up further. Also included 
are 20 patients who started steroid therapy elsewhere. 
It is possible that these latter two groups to some extent 
cancel each other out, but this is obviously conjecture. 
Fourteen of the patients started treatment after admis- 
sion to hospital in status asthmaticus ; the rest started 
treatment as out-patients or in hospital after routine 
rather than emergency admission. 


In general, patients were given steroids when they 
failed to respond to routine measures and were thought 
to be sufficiently disabled to warrant the risks of steroid 
therapy. It is difficult to give more exact criteria, and 
undoubtedly there was subjective variation in assessing 
patients, both by the physician and by the patients 
themselves. This is an inherent difficulty in making 
an assessment of the severity of cases of asthma, and, 
while lung-function tests may offer complete objective 
appraisal in the future, it is doubtful if they do so at 
present. In any case, they were not available for the 
greater part of this study. Any fundamental cause was 
investigated and, where possible, treated. 

In all patients every attempt was made to stop steroid 
therapy or to reduce it to the lowest possible level once 
symptoms had been brought under control. Routine 
meastres such as antispasmodics, physiotherapy, desen- 
sitization, and psychotherapy were continued as seemed 
necessary both during and after steroid therapy. 
Weaning was always carried out in a gradual manner, 
the exact speed depending on the symptoms and 
response of the patient. No rigid scheme was followed, 
but in general the higher the dosage the more rapid the 
reduction. For example, a patient taking 60-80 mg. 
of prednisone daily would probably be reduced by 
10 mg. a day to 30-40 mg. a day; then by 5 mg. every 
other day to 15-20 mg. a day; then by 5 mg. twice 
a week to 10 mg. daily ; then by 2.5 mg. a week down 
to 2.5 mg. a day, on which he might stay for two to 
three weeks before stopping altogether. This scheme 
was very elastic and would be slowed down, speeded up, 
or even reversed, according to the patient’s response. 


The 135 patients (72 females and 63 males) were 
studied for an average period of 27.7 months ; 63 were 
studied for from two to eight years, 26 for between one 
and two years, and 46 for less than one year. 


Length and Type of Treatment 


Patients were started on treatment at ages varying 
between 13 and 75 (average 40.1 years: females 43.6, 
males 37.5 years). They had suffered from asthma for 


an average of 17.6 years. Cortisone and A.C.T.H. were 
mainly used up to 1956-7, but since then the newer 
analogues prednisone, triamcinolone, and dexametha- 
No attempt 


sone have been used almost exclusively. 


is made here to differentiate between these drugs. 
Sixty-nine patients have been on maintenance prednisone 
long enough (usually not less than three months) to 
make assessment of the average dose possible (Table I). 


TABLE I 
Dose of prednisone in mg./day 231 3 7:5 | 10 | 12-5] 15 | 20 
Number of patients .. re i 12 |19 | 26 5 4 2 
TABLE IT 
% of 
No. Females Males Total 
Group A—continuous treatment .. 66 31 35 48-9 
»,  B—intermittent treatment .. 43 26 17 31-9 
+,» C—no response to treatment 10 4 6 _ 74 
D—single course treatment . . 10 3 14 
»» E—seasonal asthma 6 4 2 44 


Tas_e III.—Relation of Age at Onset of Asthma to Group of 
Asthma (See Text) 


Age (in Years) at Onset of Asthma 

Group 

3-9| 20 | 25 | 30 | 35 | 40 | 45 | 50 | 55 | 60 | 65 
A 1| 6| 7] 4| 6| 6] 7] 2] 1] of2 
B 8) 3] 1] 3] 3] 3] 2] of 
c | 0] 4/—| 3} 1] 2} of of} 
D | 1/3) o| 2] 2] 1] of} 1] 
E | 1] 0] 1] 1] of} Of of ofo 

28} 7/19/12] 8] 6] 13/10) 4] 1] 


For the purposes of further study the patients have 
been divided into five groups (Table II). 

Table III gives the age at onset of asthma in each 
group and shows there was no obvious difference 
among the five groups. There was also no obvious 
difference in the incidence of family history or a past 
history of allergic diseases in the five groups (except 
in group E, who all had hay-fever). 


Results 


When last seen 102 (76%) patients (51 (71%) females, 
51 (81%) males) were still taking steroids, and 33 (24%) 
patients (21 (29%) females, 11 (19%) males) were off 
steroids. 

Only five of the 14 patients who started steroid therapy 
after admission to hospital in status asthmaticus required 
continuous therapy. This is a smaller proportion than 
among the patients as a whole (48.9%), but is not 
statistically significant (P=0.55). 

Group A.—These patients remained on_ steroids 
continuously. Included in this group are 11 who 
stopped treatment for periods of less than a month; 
all of them relapsed on cessation of treatment, which 
was usually restarted at their next attendance at the 
clinic. It would be misleading to count these short 
intervals off treatment as remissions. The other patients 
in this group relapsed while the dose of steroids was 
being reduced so that treatment was continuous. 


Group B.—These patients had two or more courses 
of treatment, with intervals between courses of more 
than one month, the total number being 125, distributed 
as follows: 22 had two courses, 8 had three, 9 had four, 
3 had five, and 1 had six. There were 89 periods off 
treatment, of varying duration: more than 12 months, 
25 periods; 6-11 months, 14; 3-5 months, 18; 1-2 
months, 32. During these periods off treatment rather 
less than half the patients were well or improved for 
some part of the time. The rest seemed to start 
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wheezing. usually within less than a fortnight, no matter 
how gradually steroids were withdrawn. They were 
studied for an average of 32.5 months. during which 
time they were on steroids for 15.2 months and off for 
17.3 months. When last seen 36 of the 43 were on 
steroids. This unusually high proportion is statistically 
significant (x?=19.8, P=0.001), and suggests that the 
longer the period of observation the more chance there 
is that the patient will require steroids. Another 
significant observation was that of the 14 patients with 
asthma of late onset—that is, after 30 years of age— 
all were taking steroids when last seen (x?= 14, P=0.001). 
This suggests that the likelihood of requiring steroids 
permanently is greater in asthma of late onset, and is 
in agreement with the general impression that this type 
of asthma of late onset is usually more severe in type 
(Livingstone, 1958). 

Group C.—These patients had 18 courses of treatment 
between them without showing any marked benefit. 
There were other patients, not included here, who, 
while not responding initially, later responded to a 
larger dose. It is difficult to be certain how many of 
these patients were suffering predominantly from 
chronic bronchitis. 

Group D.—This is a small and rather unsatisfactory 
group for the purposes of analysis. Seven of these 10 
patients were under observation for less than a year, 
and it is too early to comment further about them. 
Of the other three, treatment was stopped in one because 
a duodenal ulcer developed, and in another because of 
psychological disturbances. Eighteen months after 
stopping treatment both were still considerably disabled 
by asthma, but not enough to warrant the risks of 
restarting steroid therapy. The other patient was given 
A.C.T.H. for three months in 1953 with only moderate 
benefit. He was noted to be chronically wheezy, with 
occasional exacerbations, when last seen in 1957. 


Group E.—These patients were troubled mainly by 
asthma in association with hay-fever in the summer 
months. This type of asthma is usually less severe and 
may be controlled by simpler measures, but in these six 
patients symptoms were incapacitating and could not 
be alleviated. Two have had repeated courses in the 
last two summers. Repeated treatment was not always 
necessary, 2S three other patients had had a single course 
of treatment two, three, and five years previously. The 
other patient has been under observation for only 10 
months. 

Complications and Deaths 


In 13 out of the 135 patients treatment was stopped 
because of complications: dyspepsia in 5, psychological 
disturbances in 5, pregnancy in 1, reaction to A.C.T.H. 
in 1, renal tuberculosis in 1 (previous reported M.R.C., 
1956a). Two of these have been discussed already 
(group D). The patient with renal tuberculosis was still 
chronically wheezy and disabled five and a half years 
after treatment was stopped. Her initial response was 
not spectacular, and the danger of a recurrence of 
tuberculosis has caused steroids to be withheld. 


There were five deaths (3.7%). It is not possible to 
say whether there were any deaths among those patients 
who are no longer attending the clinic. 


Case 1.—This patient. a frail woman. died in 1957 aged 
7%. She was on prednisone 20 mg. t.d.s. at the time of 
death. which occurred two days after her admission to 
hospital in status asthmaticus. Asthma had begun at the 
age of 69, and she had been to hospital 14 times. For 


the last four years she had been on continuous steroids, but 
this treatment had not prevented the last seven admissions. 
Necropsy was not performed. 

Case 2.—This patient, who died in 1957 aged 53, had been 
on steroids for four years, and was taking prednisone 5 mg. 
t.d.s. at the time of his death. His asthma was very 
satisfactorily controlled and he was well and at work the 
day before he died at home after an illness lasting 12 hours. 
He was unconscious for the last six hours. The coroner’s 
post-mortem examination showed pneumonia of the right 
middle lobe, chronic bronchitis, and tenacious mucopus. 
The brain and adrenals were macroscopically normal. 

Case 3—A married woman aged 29 died in 1958 in status 
asthmaticus at home while not on steroids. A very severe 
asthmatic, with numerous hospital admissions, she had had 
steroids intermittently for four years. The last course was 
given seven months before she died, and since that treatment 
she had had a normal delivery at full term. 

Case 4.—This patient. a married woman aged 56, died 
in 1955 in status asthmaticus at home. She was severely 
asthmatic, and was inadequately controlled on cortisone 
25 mg. t.d.s. Further cortisone caused oedema. Dosage of 
steroids had not been increased. 

These last two patients seemed to die owing to lack 
of steroids rather than because of them. 

Case 5—A woman aged 23 died in 1956 of primary 
amyloidosis two years after her last course of steroids. 
Asthma had been mild and easily controlled during this 
time. 


This death seems to have been unrelated to steroids. 


Conclusions 


Of the 135 patients studied, 6 were predominantly 
seasonal asthmatics (group E) and 10 were possibly 
mainly suffering from chronic bronchitis (group C), so 
that the rest may be classed as cases of chronic intract- 
able asthma. Of these 119 patients, 66 (55.5%) required 
continuous steroid therapy. In an approximately similar 
group Williams (1959) found that 60% needed con- 
tinuous treatment. Of the patients on intermittent 
treatment nearly one-half had been on steroids for 
more than six months when last seen, and there was a 
marked tendency for treatment to become continuous, 
especially in patients with asthma of late onset. 
The only patients who seem likely to remain off for 
any predictable period of time are those who do not 
benefit. Seasonal asthma appears to be the most likely 
type to respond to intermittent therapy, but this may 
have to become permanent. However, quite long 
periods off treatment are possible—there were 25 longer 
than a year—but it has not proved possible to say which 
type of case will have long remissions. 


The complications seem not too severe ; but it must 
be remembered that 24 patients have been lost to the 
follow-up, and it is possible that some of these had 
complications. 

In the present state of knowledge it is difficult to 
exonerate steroids as contributing to the death of one 
of the five patients (Case 2). In Case | the exact cause 
of death was not known. 


Summary 
A series of 135 asthmatic patients who have had 
treatment with steroids have been studied for up to 
eight years (average 27.7 months). About half stayed 


on steroids continuously. The rest were mainly weaned 
at the expense of some discomfort and showed a signi- 
ficant tendency to need continuous treatment, which was 
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especially noticeable in patients whose asthma started 
after the age of 30. Those most easily weaned were 
patients whose asthma was seasonal, usually in associa- 
tion with hay-fever, and those whose asthma did not 
respond. Apart from this, there were 25 periods off 
treatment lasting more than a year. 


Conclusions similar to those of this study are drawn 
from a review of the literature. 


I am indebted to Dr. Howard Nicholson, Dr. Peter Heaf, 
and Dr. Monica McAllen for permission to study their 
patients and for a great deal of help, encouragement, and 
constructive criticism. 
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MECKEL’S DIVERTICULUM IN 
CHILDHOOD 


BY 
R. H. JACKSON, B.M., M.R.C.P. 


Consultant Paediatrician, Newcastle upon Tyne and 
South-East Northumberland Hospital Management 
Committees 


AND 
A. R. BIRD, M.B., M.R.C.P. 


General Practitioner, Stockton-on-Tees ; lately Registrar, 
Children’s Department, Newcastle General Hospital 
From the Department of Child Health, King’s College, 
Newcastle 


This paper presents a series of 82 children with 
Meckel’s diverticulum. The series was collected in 
order to obtain facts and figures about the clinical 
picture of this abnormality in local children to 
strengthen clinical recognition and provide greater 
accuracy in teaching. Local studies can also reveal, on 
occasion, differences of incidence which may suggest the 
need for a more thorough search for local precipitating 
factors in the child’s environment. 


A second reason for studying Meckel’s diverticulum 
in children was the need to estimate its importance as 
a cause of abdominal pain. One of the most frequent 
and perplexing problems in paediatrics, both in hospital 
and in the home. is to know how to manage a child 
with recurrent abdominal pain. and to decide how far 
the problem should be investigated. The detailed study 
of conditions giving rise to abdominal pain is therefore 
essential if we are to teach students how to manage the 
everyday illnesses they will frequently meet, and how to 
recognize early the less common diseases which are 
potentially serious if delay in diagnosis occurs. 

Meckel’s diverticulum takes its name from _ its 
description in 1809 by Johann Friedrich Meckel, then 
professor of anatomy at Halle. Diverticula of the 


intestine had been described before this, but he was the 


first person to give a detailed account of the diverticulum 
and to show that it was a remnant of the vitello- 
intestinal duct. His evidence for this rested on the 
following observations: more than one diverticulum 
with the same structure as the small intestine is never 
found in the same embryo; the diverticulum is always 
in the distal part of the small intestine, and it always 
appears on the antimesenteric border. He also pointed 
out that the diverticulum is seen in many animal species, 
but only in those having a yolk sac. He posed a question 
which he was unable to answer and which remains 
unanswered to-day—namely, why the duct or some part 
of it persists (Meckel, 1809 ; quoted by Sédderlund, 1959). 


A Meckel’s diverticulum consists of remnants of the 
vitello-intestinal duct, either in whole or in part. If 
completely patent there will be a_ vitello-intestinal 
fistula ; a partially patent duct gives rise to a Meckel’s 
diverticulum, an enterocystoma, or a cyst open at the 
umbilicus, depending upon whether the patent segment 
is at the inner, middle, or external end of the duct. The 
only conditions likely to be mistaken anatomically for 
a Meckel’s diverticulum are duplications of the bowel 
and enterogenous cysts, but a Meckel’s diverticulum has 
its own blood supply and is on the antimesenteric border 
of the bowel, whereas duplications are intramesenteric 
and share the same blood supply as the normal bowel. 


The incidence of Meckel’s diverticulum varies some- 
what in different accounts. Harbin (1930) made a 
systematic search in 500 consecutive laparotomies in 
infants and children and found a diverticulum in 1.3%, 
whereas Rosenfeld (1955) found one in 4.5%. Sdderlund 
(1959) looked particularly for a diverticulum in 1954 
appendicectomies in Stockholm children and found one 
in 3.2% 

Meckel’s diverticula are said to be commoner in males 
than in females, and Gross (1953) has a ratio of 3:1 in 
his series. Sdderlund (1959) makes the interesting point 
that in his series a pathogenic diverticulum—that is. one 
that is definitely the cause of the patient's symptoms— 
was five times as common in males as in females, 
whereas the sex incidence was almost equal in those 
discovered as an incidental finding. This is borne out 
in the present series: 49 pathological diverticula 
occurred in boys and only nine in girls, while silent 
diverticula were present in 13 boys and 11 girls. 


Present Series 


The series consists of 82 children from Newcastle 
upon Tyne and near-by towns who have been found to 
have a Meckel’s diverticulum. They can be classified 
into three groups (Table I). 


TABLE I.—Clinical Picture in - Children with Meckel’s 
Diverticulum 


Group 1: Cees intestinal obstruction 28 
y bands, volvulus, etc. 
»» 2: Producing other symptoms = ae 30 
Umbilical fistula or sinus ee 
Haemorrhage from peptic ulceration 
Diverticulitis 
Torsion of diverticulum |. 
3: Asymptomatic diverticula .. 
Found at laparotomy for intussusception 
Found at laparotomy for other reasons 


BS: 


As Brookes (1954) has pointed out, the complications 
of Meckel’s diverticulum are more likely to occur in 
young children. In this series 22 children were under 
1 year of age and 25 were aged 1, 2, or 3 years. These 
figures are broadly comparable with other series, though 


1400 Nov. 25, 1961 


MECKEL’S DIVERTICULUM 


BRITISH 
MEDICAL JOURNAL 


detailed comparisons are not possible because of the 
small numbers involved. 


There were three deaths in the whole series. Two 
children died from intestinal obstruction and the third 
child succumbed to a severe bronchopneumonia which 
was a sequel to the reduction of an intussusception in 
a seriously ill patient. In this case the diverticulum 
was not the cause of the intussusception, and in fact 
the mortality in pathogenic diverticula is only 2 out of 
58, a rate of 3.4%. 


Meckel’s Diverticulum Causing Intestinal 
Obstruction 


There were 28 children in this group. In 15 the 
obstruction was due to a band or volvulus associated 
with the diverticulum, and in 13 the diverticulum was 
the starting-point of an intussusception. In 10 further 
children, included in group 3, a Meckel’s diverticulum 
was found associated with but not causing an 
intussusception. 


The histories in the children with intestinal obstruc- 
tion were straightforward. All except two had obvious 
abdominal pain ; of these two, one was a stoical lad of 
11 who was described as having discomfort only, and the 
other a baby of 5 months who was listless but did not 
have obvious abdominal colic. All the children vomited, 
most of them copiously, and all except two were con- 
stipated sufficiently for their mothers to remark on it. 
At least four were given castor oil, and others had syrup 
of figs, glycerine suppositories, or enemas. In only four 
children was there any history of previous alimentary 
upset of any kind ; one had had diarrhoea and vomiting 
on two occasions and infrequent attacks of abdominal 
pain, one had had an episode of projectile vomiting 
without pain two years previously, and one had had 
an attack of right-sided bellyache lasting three days. 
Only one had had a clear-cut abdominal episode of 
a serious nature, and she was a girl of 1! who had 
undergone appendicectomy. This comparative absence 
of previous abdominal pain contrasts with the series of 
Sdderlund (1959), in which 50% of the cases had had 
previous abdominal symptoms. 

In most children the duration of symptoms was short, 
and 11 of the 15 were in hospital within 48 hours. The 
classical signs of acute obstruction were present in the 
majority on admission, so that operation was carried out 
shortly after in all except four children. Two—one in 
1946 and the other in 1951—were so desperately ill 
that in spite of resuscitation they died shortly after 
arriving in hospital, before they could be operated on. 
These account for two of the three deaths in the series. 
In two other cases diagnosis was difficult: one developed 
diarrhoea after admission, having previously been 
constipated, and the other had normal bowel actions 
before admission. This boy had infrequent abdominal 
colic for six days after admission, until, after a sudden 
exacerbation, a mass was found. Operation revealed 
a long Meckel’s diverticulum with the tip adherent to 
the posterior abdominal wall and the bowel twisted 
round it. 

The group causing obstruction by intussusception was 
also straightforward. Harkins (1933) stated that there 
were several distinguishing features about intussuscep- 
tion due to Meckel’s diverticulum. He felt that it 
occurred more commonly in older children, that 
previous attacks were more frequent, vomiting more 
intense, and the course of the illness more chronic, Our 


experience tends to support an older age of onset, as 
only one child was under a year, one was under 2 years, 
and five were over 5 years. Previous attacks were not 
very striking, however, as only three of our children 
had histories which in any way resembled an 
intussusception. One child was admitted to hospital 
three times: the first time it was thought an intussuscep- 
tion had reduced spontaneously, on his second admission 
a laparotomy was performed and an intussusception 
reduced, and on his third three intussusceptions were 
found and at the apex of the highest was an invaginated 
Meckel’s diverticulum. 


As regards chronicity of illness 5 of our 13 children 
were in hospital within 24 hours and another five within 
48 hours. The longest history was four days. All 
recovered, though many were seriously ill on admission 
and five (38%) needed a resection; this is a very high 
proportion compared with the 5% of 424 intussuscep- 
tions analysed by Court and Jones (1955). One child 
emphasizes an important point in management; she 
was admitted at the age of 2 with an intussusception 
starting with an invaginated Meckel’s diverticulum, 
which was not removed at the time. The surgeon 
concerned advised removal at a later date, but, 
unfortunately, this was not done until eight years later, 
when she was readmitted with subacute intestinal 
obstruction. 


Meckel’s Diverticulum with Non-obstructive 
Symptoms 
Umbilical Fistula or Sinus 

There were eight children with either complete or 
partial patency of the vitello-intestinal duct, presenting 
as an umbilical fistula or sinus. A complete fistula with 
faeces coming from the umbilicus is rare, and only 180 
cases have been reported in the literature (Séderlund, 
1959). There were three such cases in this series. The 
first child, who was 18 months old at the time of 
operation, had had since birth a continuous discharge 
from the umbilicus which shortly before his admission 
became copious and offensive and eventually faeculent. 
Barium given by mouth appeared at the umbilicus half 
an hour later. If the duct is partially patent there is 
clear or mucoid discharge from the umbilicus, some- 
times with occasional bleeding. There may be a 
prolapse of the intestine into the centre of an 
abnormally thick umbilical cord, which in some cases 
is so large and wide as to mimic an exomphalos. This 
applied to two children in this series: in one the cord 
was 3 in. (2 cm.) thick and the bowel was protruding 
some 2 in. (5 cm.) into it. One baby had a partially 
patent duct together with a talc granuloma, both being 
proved histologically, with the sinus showing a transition 
from normal skin to an intestinal type of mucosa. In 
one other child there was marked digestion of the skin 
round the umbilicus, by the discharge. 


Peptic Ulceration and Haemorrhage 
Seventeen children presented with peptic ulceration 
and haemorrhage, and in three the ulcer perforated and 
produced a peritonitis. One of these was the only girl 


in the group, and she had a history of abdominal pain 
and vomiting for the 16 hours at the age of 18 months. 
She had a generalized peritonitis on admission, but rectal 
examination produced a somewhat abnormal stool which 
had a positive occult-blood reaction. The diagnosis of 
a generalized peritonitis secondary to a perforated 
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Meckel’s diverticulum was made, being confirmed at 
laparotomy. 

Six children presented with acute gastro-intestinal 
haemorrhage which warranted an emergency operation 
without further investigation. Five were babies under 
1 year of age, and in three the pre-operative diagnosis 
was of bleeding from a Meckel’s diverticulum rather 
than an intussusception ; in one the diagnosis was made 
because of a past history of two attacks of rectal 
bleeding, and in the other two because the amount of 
blood seemed out of proportion to the pain. The 
remaining eight children in this group presented with 
bleeding into the alimentary tract which, although acute 
in some cases, nevertheless did not cause enough anxiety 
to warrant operation as an emergency, and in which, 
therefore, investigations were possible before operation. 
All except one were over 1 year old; this infant and 
one older child were the only children with a history of 
melaena before the current episode which brought them 
to hospital. 

The histories of the 14 children with unperforated 
peptic ulcers were fairly consistent. With one exception 
symptoms had been present for one or two days only. 
Haemorrhage occurred in all of them. Pain was also 
present in all, though it varied from severe colic to 
apparently mild discomfort. There was no obvious 
relationship of pain to meals. The general difficulty 
of recognizing pain in a small baby may arise here as 
it does also in intussusception, There may be a past 
history of pain with melaena, but only one child in 
this whole group of 17 cases had a history of pain 
without bleeding. He was the one child whose 
symptoms had lasted for more than 48 hours, but they 
consisted of epigastric pain lasting a few days only, three 
weeks before admission. Pallor was noticed in most 
of the children, but vomiting was not a prominent 
symptom and occurred in only four. The colour of 
the stools varied from frank red blood with clots to 
very dark stools like melaena, but most were the classical 
dark-red colour. 


Meckel’s Diverticulitis 

The clinical picture of diverticulitis as shown in the 
four children in this series is indistinguishable from acute 
appendicitis. It has been said that the pain of an 
inflamed Meckel’s diverticulum is more “ wandering ” 
than that of appendicitis, but this was not obvious in 
this small group. In none of the children had there 
been any previous abdominal pain or intestinal bleeding. 
The appendix was normal in all cases, and the 
diverticulum grossly inflamed and oedematous with 
some peritoneal exudate. In one child there was frank 
pus about the diverticulum, with a definite perforation: 
histology showed acute inflammatory ulceration and 
perforation without peptic ulceration. A foreign body, 
probably a piece of apple core, was also present in the 
diverticulum. Occasionally calculi or concretions are 
found, but there were none in this series. 


Torsion of Diverticulum 

The last child in whom a diverticulum gave rise to 
symptoms was a boy of 3 in whom a torsion occurred. 
He had a three-day history of pain, and on examination 
a tender mass was found in the right iliac fossa. At 
operation a large Meckel’s diverticulum had twisted on 
itself, producing an almost gangrenous mass about 2 in. 
{5 cm.) in diameter. Similar cases have been reported 
before (Gross, 1953), but they are exceedingly rare. 


Asymptomatic Diverticulum as an Incidental Finding 

This group consists of 24 children in whom a 
Meckel’s diverticulum was an incidental finding and 
not apparently responsible for the symptoms of which 
the child was complaining. Obviously there will have 
been other children operated on during the years under 
review who had Meckel’s diverticula that were not seen 
at operation or not recorded in the notes, and therefore 
it is not possible to give any figure for the total incidence 
of the abnormality. 

The most interesting feature is that in no fewer than 
10 of these 24 children the diverticulum was found during 
a laparotomy for the reduction of an intussusception, 
but could not be incriminated as its cause. At first sight 
this suggests an association between Meckel’s diverti- 
culum and the production of an intussusception, but 
there is no particular reference to this in the literature. 
Sdderlund (1959) mentions 222 diverticula found 
incidentally, but makes no mention of intussusception 
among the indications for the laparotomy. A more 
reasonable explanation for this apparent association— 
though it does not explain the absence of a similar 
finding by others—is that the ileocaecal region is more 
likely to be thoroughly inspected by the surgeon during 
the reduction of an intussusception than during a 
laparotomy for other reasons; these findings may 
therefore reflect more nearly the true incidence of 
Meckel’s diverticulum. That this is so is shown by 
the fact that in 924 consecutive cases of intussusception 
at the two main hospitals in Newcastle upon Tyne, 20 
Meckel’s diverticula were found either as the cause or 
incidentally. This gives an incidence of 2.1%, which 
is of the same order as published figures for the total 
incidence. It does not seem, therefore, as if children 
who have a Meckel’s diverticulum are much more likely 
to develop an intussusception: they are merely more 
likely to have it discovered if they get one. 

The indications for laparotomy or the findings ai 
Operation in the other 14 children were: four cases of 
acute appendicitis, five of acute abdominal emergencies 
other than appendicitis, and one case of congenital 
pyloric stenosis, There were also four children who 
had exploratory operations for recurrent abdominal 
pain. In none of these, however, could the Meckel’s 
diverticulum be blamed for the pain; in three of 
them histological examination revealed no evidence of 
inflammatory ulceration or mucosal heterotopia in the 
diverticulum. In the fourth child, a girl, symptoms 
persisted after the diverticulum had been removed. 


The main question posed by the last four children 
is whether a Meckel’s diverticulum can ever give rise to 
recurrent attacks of abdominal pain without other 
symptoms. Recurrent abdominal pain is one of the 
commonest and most difficult problems that family 
doctors, surgeons, and paediatricians are faced with, and 
Opinions vary concerning the frequency with which a 
diverticulum is the cause. Séderlund (1959) feels that 
symptoms are unlikely to arise from a Meckel’s diverti- 
culum in which there is neither inflammation nor gastric 
or pancreatic heterotopia, but he is not prepared to say 
categorically that they never do. So often the problem 
is bedevilled by the fact that a normal appendix is 
removed at the same time as the diverticulum, so that 
One cannot say which, if either, was the cause of the 
trouble. One has to take into account the natural 


history of recurrent abdominal pain in children, which 
usually proceeds to a spontaneous cure. 


In addition, 
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as Apley (1959) stresses, quite a large proportion of 
such pains are entirely psychological in origin or have 
a very large psychological element in them. In this 
series, at any rate, it is clear that sooner or later—and 
usually sooner—a Meckel’s diverticulum which is going 
to cause trouble will do so in an unmistakable fashion 
by causing an acute episode which demands a 
laparotomy or by producing definite symptoms which 
warrant investigation. To do a laparotomy on the 
chance of finding a Meckel’s diverticulum to account 
for recurrent abdominal pain does not seem justified. 


Another problem which confronts a surgeon is to 
know what to do with a normal-looking diverticulum 
found during the course of a laparotomy. On the balance 
of evidence removal appears to be a safe procedure, 
but obviously each case must be assessed on its merits, 
taking into account the size and shape of the diverti- 
culum and whether resection of gut is necessary in order 
to remove it. One point in favour of removing such a 
diverticulum is that there are on record cases, such as 
the one described earlier, in which a second laparotomy 
was necessary to remove a pathological diverticulum 
which had not been giving rise to symptoms at the time 
of the first operation. 


Pathological Changes 


Histopathological studies were not carried out on all 
cases in this series, and therefore no useful comments 
can be made concerning the frequency of the different 
types of change. Such studies are useful, however, 
in confirming the presence of gastric or pancreatic 
heterotopia and of peptic ulceration, in proving the 
diagnosis of diverticulitis, and also in proving that an 
umbilical sinus is lined by intestinal mucosa. Examples 
of all these changes were, of course, seen in this series. 


Comparisons with Other Published Series 


Comparison of one series with another is made 
difficult by differences in terminology. In some series 
cases are classified as diverticulitis when there is no 
evidence of inflammation, and in others the authors have 
a special category for perforations irrespective of 
whether these are the result of peptic ulceration or of 
diverticulitis. In Table II a comparison is drawn between 
this series and four others from different parts of the 
world. 


Il.—Comparison of Pathological Changes Associated with 
Meckel’s Diverticulum (Figures Given as Percentage of Total 
Number of Pathological Diverticula) 


Wans- 
oo Gross | brough | Aitken | Present 
etal. ies 
(1959) (1953) 937) (1953) | Seri 
Intestinal 
bands, etc. ‘ je 24 7 25 24 26 
Intussusception .. a 17 23 25 11 23 
Peptic ulceration .. = 33 43 20 16 29 
Diverticulitis 12 14 5 35 
Umbilical mn or sinus . 13 9 11 8 15 
Other oa 1 3 14 5 1 


In comparison with Sdéderlund’s findings in Sweden, 
Newcastle shows a lower incidence of diverticulitis and 
peptic ulceration. Gross has a high percentage of 
ulceration and haemorrhage (43%) and a low figure for 
obstruction, but a clear distinction is not drawn between 
cases in which the diverticulum caused the intussuscep- 
tion and those in which it was merely present. The 


low incidence of diverticulitis in the children of 
Wansbrough et al. may be explained by the fact that 
they have a special category for perforations. The 
children described by Aitken in Glasgow had a high 
incidence of diverticulitis, but he includes some in whom 
an apparently normal diverticulum was removed for 
recurrent abdominal pain. One possible explanation for 
the low incidence of diverticulitis in Newcastle is that 
cases were included under this heading only when a 
gross abnormality was present, leading in all cases to 
emergency admission and operation. It has been our 
policy in recent years to try to reach a definite diagnosis 
before submitting a child to a laparotomy. We have 
tried, so far as is reasonably possible, to resist the 
temptation to look and see in cases of mild abdominal 
pain with indefinite physical signs, and this policy may 
have led to some mild cases of diverticulitis being missed 
because the child was not operated on. 


Summary 


The clinical picture and operative findings in 82 
children with Meckel’s diverticulum are presented. 

The clinical picture was almost invariably an acute 
one and seldom if ever gave rise to recurrent abdominal 
pain without other symptoms. Laparotomy in children 
with recurrent abdominal pains unassociated with 
haemorrhage or obstruction in the hope of finding a 


- Meckel’s diverticulum does not seem justified. 


In comparison with other accounts of this mal- 
formation more children presented with intestinal 
obstruction and fewer with diverticulitis. 


We are grateful to all our surgical colleagues, especially 
to Mr. S. Feggetter, Mr. D. Hindmarsh, and Mr. J. D. T. 
Jones, who have operated on these children. Our thanks 
are also due to Professor S. D. M. Court and Drs. Christine 
Cooper, G. Davison, and F, J. W. Miller, under whose care 
they have been admitted. Dr. J. Hart Mercer kindly 
examined many pathological specimens at our request. We 
are especially grateful to Professor Court. who initially 
suggested this study, for his advice and helpful criticism. 
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At the Clean Air Conference held in Brighton Lord COHEN 
OF BIRKENHEAD stressed the importance of prospective studies 
on the relation of air pollution to disease. “ We can,” he 
said, “ watch with care the effects of the Clean Air Act, of 
removing smoke and offending pollutants from the 
atmosphere of our cities. If what we believe is valid, then 
we can expect in smokeless zones a reduction in the 
incidence of chronic bronchitis, bronchial cancer, and other 
diseases in which air pollution is a contributory cause, 
provided, and it is an important reservation, that two other 
highly relevant factors—namely. cigarette smoking and 


automobile exhaust gases—do not gain so much in strength 
that they offset the benefit of air cleansed from other 
pollutants.” 
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Weight-gaining: A Therapeutic Trial 
with Tolbutamide 


The problem of restoring weight lost during an illness or 
simply increasing it in persons whose weight is below 
normal, but who are otherwise healthy, is a common 
one. In more severe cases injections of insulin are given, 
either in the form of a regimen called “ modified insulin 
therapy ” (Sargant and Craske, 1941) or in the form of 
5 to 10 units of soluble insulin half an hour before every 
meal—that is, usually three times a day. These treat- 
ments are seldom given to out-patients (Polatin ef al., 
1940 ; Brickner, 1945). 

In the last few years a number of sulphonamides 
given orally have had a hypoglycaemic effect (Franke 
and Fuchs, 1955). One of these is tolbutamide. We 
tried to find out if it could be used to increase weight. 

Dosage.—After a few preliminary trials with various 
doses of tolbutamide we found that 1.5 g. given in the 
morning will produce in most patients a mild hypo- 
glycaemia and was sufficient to cause a significant 
increase in appetite throughout the day, while hypo- 
glycaemic symptoms such as sweating and a “sinking 
feeling” were minimal. We did not estimate serum- 
tolbutamide levels, but from the findings reported by 
Franke and Fuchs (1955) it could be assumed that such 
a dose was not likely to cause cumulation. 

Five patients who had taken 1.5 g. of tolbutamide on 
a fasting stomach and did not eat anything for three 
hours had their blood-sugar levels estimated half-hourly 
during this period. From this a mean blood-sugar curve 
was derived (see Chart). This showed that the blood 
sugar had reached its lowest level one to one and a half 
hours after ingestion of the drug. It was therefore 
decided to give the drug one hour before breakfast in a 
single dose of 1.5 g. 
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Average blood-sugar levels taken from five fasting individuals 
at stated intervals after ie were 1.5 g. of tolbutamide 
mouth. 


METHOD AND MATERIAL 


All in-patients, irrespective of diagnosis, who were 
admitted to this unit during the period of the trial and 
in whom loss of weight appeared to be a marked clinical 
factor were included in the trial. Such factors as sex, 
age, duration of illness, treatment, and prognosis did not 
influence the decision whether the patient should be 
included or not, except in cases of diabetes mellitus, or 
pregnancy, or if the patient was being treated with 
steroids. Such patients were excluded from the trial. 

The 39 patients (27 female, 12 male) were randomly 
divided into two groups, one of which was treated with 


insulin and the other with tolbutamide. The object was, 
to see if the patients in both groups would show a gain 

in weight during the treatment and which group would 

do better in that respect. One patient had both treat- 

ments ; the second course was started three months after 

the first had ended. 

The tolbutamide group received 1.5 g. of the drug at 
7 a.m. every day, whereas the insulin group had 10 units 
of soluble insulin three times a day half an hour before 
meals. Both groups were treated for exactly three 
weeks. All subjects were weighed regularly once a week 
and particularly at the beginning and end of treatment. 
They were also weighed whenever possible for three 
weeks before and after the treatment. For various 
reasons this, of course, could not be done in every case. 
Great care was taken with regard to weighing. The 
patients were weighed on the same weighing-machine 
and by the same nurse throughout. It was always done 
at the same time of day and with the patient wearing 
the same amount of clothes, usually just pyjamas or a 
nightdress. 

The actual trial period was fixed at 21 days. Treat- 
ment was carried out daily except on Sundays and on 
days when E.C.T. was given. The patients received 
other treatments irrespective of the weight-gaining 
regime. Such treatment was sometimes started before 
and sometimes during the treatment with tolbutamide or 
insulin. 

All patients were told that the insulin injections and 
the tolbutamide were given to enhance weight gain. 


INSULIN AND TOLBUTAMIDE GROUPS 


As the patients were randomly allocated to either of 
these groups it was important to check whether they 
were comparable in every respect which might 
conceivably influence gain or loss of weight. The factors 
which were compared and found not to differ signi- 
ficantly in the two groups were sex (P=27%), age 
(P=10%), mean duration of illness (P=23%), and out- 
come of illness (P=38%). 

The diagnostic composition did not differ greatly. 
There were the same number of epileptics (1) and of 
personality disorders (4). The insulin group had one 
with organic syndrome, the tolbutamide group three. 
Schizophrenia occurred four and three times, schizo- 
affective psychoses twice and once, and affective 
psychoses 6 and 10 times in the two groups respectively. 

Other physical treatments given which might 
independently affect weight were vitamin therapy, 
chlorpromazine, E.C.T., and anti-depressant drugs. In 
the insulin group one patient had vitamins, in the 
tolbutamide group two patients ; six insulin patients had 
chlorpromazine, in the tolbutamide group five. Four 
patients in each group had E.C.T. _Anti-depressants 
were given to four insulin patients and to ten tolbut- 
amide patients. Except in respect of the last, the two 
groups are not very different ‘regarding other physical 
treatments. 

These statistical tests confirm, therefore, that the two 
groups are comparable as regards these most important 
aspects, 

RESULTS 


The Table gives the actual weights in every patient 
before and after treatment. Before comparing the two 
treatments it was necessary to establish whether they 
were both effective at all. Therefore we compared the 
changes in weight during the 21 days preceding and 
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following the treatments, with those that took place 
during the 21 days of treatment. In this way each case 
became its own control. For clinical reasons it was not 
possible to have such a long observation period in every 
case, and therefore the comparisons could only be made 
in a certain number of cases in each group. 

Insulin Group=—As regards the pretreatment period, 
there were nine relevant patients. Their mean weight 
gain during the pretreatment period was 5 oz. (142 g.), 
whereas the gain during the treatment period was 
3 lb. 10 oz. (1,645 g.). This difference is highly 
significant (P=0.7%). As regards the post-treatment 


Weights Before and After Treatment 


Before Treatment | After Treatment 


Case st. Ib. oz. st. Ib. oz. st. lb. oz 
Insulin Group 
1 6 6 0 6 710 0 110 
2 9 312 944 00 8 
4 9 $12 98 0 024 
5 913 2 10 3 13 0 4ii 
6 8 615 812 0 05 1 
7 758 0 610 
8 89 8 2h 2 
10 711 4 8 5 4 08 0 
il 7 2.2 78 8 0 6 6 
12 7 7 -0 11 
13 7 @ 012 
14 740 748 00 8 
15 68 0 7 312 0 912 
16 8 8 0 012 9 
17 811 0 03 8 
18 8 44 8 70 0 212 
Mean gain 04 5 
Tolbutamide Group 
1 8 00 8 30 03 0 
2 980 99 0 010 
3 713 0 8 18 02 8 
4 713 8 8 0 6 0 014 
s 810 8 810 4 -0 0 4 
6 8 il 8 9 0 4 0 212 
7 813 0 970 08 0 
8 8 9 8 810 2 0 010 
9 10 010 10 2 4 0110 
10 6 11 15 612 0 001 
11 613 0 7 2458 03 8 
12 724 7 612 04 8 
13 7 912 8 210 0 614 
14 612 4 6 12 12 008 
15 6 2 2 01 6 
16 9 610 9 5 6 —-0 14 
17 3 -0 0 3 
18 613 4 77 0 712 
19 640 640 000 
20 6 312 62 4 -0O 1 8 
21 10 10 2 2 2 
22 11 0 0 li 1 0 010 
Mean gain 024 
1 st. =6°35 kg. 


period, 17 patients could be observed. For these the 
mean gain during the treatment period was 4 lb. 6 oz. 
(1,985 g.), whereas during the post-treatment period it 
was only 8 oz. (226 g.). The difference is again highly 
significant (P=0.01%). 

Tolbutamide Group.—The seven patients who could 
be observed in the pretreatment period showed an 
actual mean weight loss of 2 Ib. 1 oz. (935 g.). During 
treatment the patients had a mean weight gain of | Ib. 
7 oz. (652 g.). This difference is appreciable but not 
statistically significant (P=9.5%). Further analysis of 
the data shows that this lack of significance is due to the 
smallness of the number of cases for which pretreatment 
observation was practicable. It was found that the 


correlation, 0.08, between the individual pretreatment 
and the individual treatment weight changes of the seven 
tolbutamide patients is quite insignificant (P=86%), and 
that the mean weight gain during treatment is significant 
(P=0.05%) in a straightforward test against its own 
standard error when all 22 patients in the tolbutamide 


group are included. The mean weight gain during 
treatment may therefore be regarded as independent of 
pretreatment weight changes, though not (P=6.7%) 
when the seven patients in the pretreatment subsample 
are considered by themselves. 

For the 17 patients who could be observed in the 
post-treatment period the mean weight gain during 
treatment was 2 lb. 7 oz. (1,105 g.); during the post- 
treatment period there was a mean loss of 6 oz. (1,105 
g.). The mean weight gain in the treatment period is 
significant (P=0.2%) while the mean post-treatment 
weight change is not significant (P=53%). The corre- 
lation between individual treatments and post-treatment 
changes in weight was not significant (correlation= 
—0.13; P=61%). 

These findings show clearly that during the treatment 
period in both groups there was a significant weight 
increase, ascribable specifically to the treatment, which 
could not be referred back to weight changes operating 
in the three weeks preceding treatment and which did not 
persist over the three weeks after treatment. These 
changes are not very large in absolute magnitude—4 Ib. 
5 oz. (1,955 g.) mean gain for all 18 patients of the 
insulin group, and 2 Ib. 4 oz. (1,020 g.) for all 22 patients 
of the tolbutamide group—but they are highly 
significant (P=0.005% and 0.05% respectively). 

Having established the absolute value of the two treat- 
ments, we compared one treatment with the other. The 
insulin group showed a higher average weight gain than 
the tolbutamide group ; the difference is, in fact, 2 Ib. 
1 oz. (935 g.). This difference, however, is not signi- 
ficant at 5% (P=5.5%, two-tailed test), The apparent 
greater weight gain in the insulin patients may be real, 
but the evidence so far is not conclusive. It therefore 
seems that the two treatments are equally efficient so 
far as this trial is concerned. 


COMPLICATIONS 

In the present series no serious complications have 
occurred. One man aged 46 had a duodenal ulcer and 
had been treated for it by vagotomy and pylorectomy in 
1959. Since the operation he passed two watery stools 
a day and also had griping abdominal pains after meals 
These symptoms were not affected by the depressive 
psychosis but became much worse when he took 
tolbutamide. The drug had to be discontinued after 
four days and the patient was excluded from the series. 
Within 24 hours of cessation of the treatment his bowel 
movements returned to the pretreatment norm. 

Another patient had to be excluded from the series. 
A woman aged 32 had had a partial gastrectomy because 
of a duodenal ulcer when she was 24. One year after 
operation she developed a type 1 dumping syndrome. 
Tolbutamide had to be stopped after two days because 
of severe faintness in the morning and a worsening of 
her usual symptoms, which were nausea, sweating, 
dizziness, and attacks of vomiting five minutes after 
food. 

It is known (Lancet, 1959) that peptic ulceration is 
often aggravated by this drug. Renal and hepatic com- 
plications are not reported (Brit. med. J., 1960). Liver- 
function and urine tests carried out in a number of our 
own patients did not reveal any abnormalities. 

As regards the insulin group, no side-effects were 
observed, but one patient suffering with severe agitated 
depressive psychosis complained so much about the mild 
hypoglycaemic effects that the treatment was stopped 
after two days. 
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DISCUSSION AND CONCLUSIONS 

Although the number of patients involved in this trial 
is relatively small the statistical analysis shows quite 
clearly that both treatments tested are effective. As to 
the question which of the two treatments is the more 
effective, it cannot be answered definitely from the 
evidence of this trial. It seems that the insulin group 
has done better than the tolbutamide group, but the 
significance of the difference is not very high. A further 
trial, however, may well show that insulin is more 
effective. This advantage has to be weighed against the 
fact that it involves three injections daily, which makes 
it difficult to give to out-patients, and which, moreover, 
is unpleasant for the patient. Tolbutamide, on the other 
hand, is given by mouth and seems to require only one 
dose in 24 hours. Furthermore, the danger of hypo- 
glycaemia is greater with insulin—another serious dis- 
advantage in the case of out-patients. Tolbutamide 
seems to be an altogether safer drug, particularly with 
such a small dose. Although the trial was carried out 
on in-patients only, the absence of side-effects would 
suggest that the treatment can be given to out-patients 
as well. and is safe in general practice. 

It would not, however, be safe to treat patients 
who suffer from peptic ulcers or diarrhoea of 
any aetiology. Similarly, diabetes mellitus should 
be excluded before treatment is prescribed. All 
patients on that treatment should, of course, have 
frequent meals and respond to the improved appetite. 
They should be given dietary advice regarding nutrient 
food, and also be asked to carry a little sugar, chocolate, 
or sweets in case they feel faint or show other signs of 
hypoglycaemia. 

The trial was carried out on psychiatric patients, 
but the results are generally applicable, and the treat- 
ment is to be regarded as quite unspecific. It is entirely 
symptomatic, directed only to enhance weight gain. 
Improved appetite and gain in weight have, of course, 
often a beneficial effect on an underlying condition, but 
such an effect is an indirect one. 

The absolute magnitude of the weight gain is relatively 
small. In cases where weight loss has been severe other 
more effective treatments will be preferred, such as 
modified insulin therapy; but this would generally 
require admission to hospital. Insulin injections before 
meals or, even more so, tolbutamide will be the treat- 
ment of choice in less severe cases, the latter drug 
particularly in the case of ambulatory patients. 


SUMMARY 

A therapeutic trial is described in which patients with 
a moderate loss of weight were divided randomly into 
two comparable groups. One group was treated with 
injections of 10 units of soluble insulin three times a 
day half an hour before meals. The other group was 
treated with tolbutamide tablets, 1.5 8» in the morning 
one hour before breakfast. 

Analysis of the results in weight gain show that both 
treatments are effective, but insulin treatment is prob- 
ably somewhat more effective than tolbutamide. This 
disadvantage of tolbutamide has to be balanced against 
such advantages as greater safety and more convenient 
administration. 

The trial was carried out on psychiatric patients, but 
the treatment is non-specific and can be employed in 
the symptomatic therapy for weight gain. 


D 
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Medical Memoranda 


Acromegaly Associated with an Enzymatic 
Defect of Thyroid Hormone Synthesis* 


Sporadic congenital goitre with hypothyroidism has 
often been described in the past two decades. Recently 
patients with this syndrome have been categorized in 
four distinct groups on the basis of specific defects in the 
process of thyroid hormone synthesis. In all cases 
reported the condition was recognized in childhood or 
young adult age. 

Below we report a case of this syndrome where 
inadequate function of the thyroid gland with goitre 
formation became evident in an adult patient during the 
course of acromegaly. 


CaSE REPORT 

The patient, a 31-year-old woman born in Iran, is married 
but childless. She has always had good health, and does 
not know of any disease in her family. Menstruation began 
at the age of 14; the periods were irregular for several 
years, and stopped altogether at the age of 23. A year later 
she began to suffer from moderate headaches and noticed 
that her feet. hands, and face got larger. Since the cessation 
of periods her breasts have decreased in size. Three years 
ago low back pain and pain in the knees occurred. About 
two years ago she noticed a mass in the region of the neck, 
which sometimes interfered with movements of the head. 
At the same time constipation and general weakness 
occurred. 

Physical Examination.—The patient looked apathetic, with 
sluggish speech and movements. Height 176 cm. (5 ft. 10in.), 
weight 96 kg. (211 Ib.). Male habitus. Muscles extremely 
well developed. Very big hands and feet (Fig. 1). Marked 
hirsutism of the limbs. Skin coarse and dry. Low, receding 
forehead. Coarsening and enlargement of the nose, lips, 
mandible, and superciliary ridges. Prominent frontal sinuses. 
Large tongue. Circumference of neck 49 cm. Diffuse 
goitre of elastic consistency with a central mass about 8 cm. 
in diameter (Fig. 2). Breasts underdeveloped. Clitoris 
markedly increased, Uterus small, barely palpable. Eye- 
grounds and visual fields normal. 

Laboratory Findings —Blood count and urinalysis normal. 
Blood urea, 27 mg./100 ml. Cholesterol, 250 mg./100 ml. 
Phosphorus, 4.8-5.2 mg./100 ml. Serum calcium, alkaline 
phosphatase, sodium, chloride, and potassium, all within 
normal limits. Sugar-tolerance curve: fasting 118 mg.; 30 

*Aided by a grant from the Fund for Promotion of Research 
of the General Federation of Labour in Israel. 
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minutes, 170 mg.; 1 hour, 200 mg.; 2 hours, 141 mg./100 ml. 
Total blood proteins, including electrophoretic studies, and 
liver-function tests normal. The titre of urinary F.S.H. was 
positive at 10 and negative at 20 mouse uterine units. The 
24-hour output of urinary 17-ketosteroids was 16.8 mg. and 
of total 17-hydroxycorticosteroids 14.5-16.2 mg. The blood 
Porter-Silber chromogens rose from 15 to 47 ,»g./100 ml. 
after an A.C.T.H. infusion (25 units over-4 hours). 

Thyroid Function Studies.—B.M.R., +9%. Serum P.B.I. 
levels, 2.5-2.6 »g./100 ml. Thyroidal **I uptake was 69% 


Fic. 1 Fic. 2 


. Fic. 1.—Showing male habitus with hirsutism, extremely well 
developed muscles, and very big hands and feet. Fic. 2.—Typical 
acromegalic features. Diffuse goitre with a central mass, 


after 2 hours and 82.5% after 24 hours. In the Werner test 
there was scarcely any decrease of the '*'I uptake (63% after 
2 hours). The perchlorate test was negative, showing no 
significant decrease in the ‘I content of the gland 40 
minutes after ingestion of 400 mg. of perchlorate. 

Paper chromatography of labelled iodine compounds in 
the patient’s serum was done 24 and 96 hours after a dose 
of 100 uc of ‘1 (Gross et al., 1950, modified). Examination 
of the patient’s serum 24 hours after the administration of 
131T showed a conversion rate of 80%, and in the chromato- 
gram 50% of the activity was in the region of diiodotyro- 
sine ; 96 hours after ingestion of the tracer dose the ratio 
of the protein-bound *I to inorganic ‘“I dropped to 25%, 
but 80% of its activity was in the region of diiodotyrosine. 
The protein-bound *"I expressed as percentage of the 
administered dose was 0.045% per litre of plasma after 24 
hours, and 0.03% per litre of plasma after 96 hours. 

X-ray Studies——The skull films showed a marked thicken- 
ing of the vault, of the base of the skull. and of the facial 
bones. The frontal and maxillary sinuses were thickened 
and enlarged. The mandible was elongated. The sella 
turcica was much enlarged. X-ray films of the spine, hands, 
feet, and knees showed typical acromegalic changes. 

Follow-up.—The patient was put on desiccated thyroid 
extract (0.1 g. daily, increased after one month to 0.2 g. 
daily). Oestrogen therapy was also instituted (1 mg. of 
stilboestrol daily). Within six months the goitre decreased 
greatly and became very soft. The circumference of the 
neck decreased from 49 cm. to 44 cm. The patient was 
more alert and her skin lost its coarseness and dryness. 
Withdrawal bleeding had been established, but no general 
feminization of the contours has occurred, 


COMMENT 


The patient showed a clear picture of acromegaly 
with an onset about eight years prior to hospitalization. 
Six years later she developed a goitre, and on admission 
distinct signs of hypothyroidism were found. The level 
of P.B.1. in the serum was.low. Failure of perchlorate 
to discharge any ‘I from her thyroid showed that 
the initial steps in the utilization of iodine were normal. 
Chromatographic analysis of the serum after 100 uc of 
81] showed that large amounts of diiodotyrosine were 
released into the blood-stream and maintained at a high 
level. 

Mono- and di-iodotyrosine have not hitherto been 
convincingly demonstrated in the blood under any 
circumstances other than after heavy irradiation of the 
thyroid gland (Stanbury et al., 1955). Roche and 
Michel (1955) suggested that these substances do not 
appear in the blood when they are released from storage 
in the colloid, because they are de-iodinated by the 
enzyme dehalogenase. The sustained high level of 
diiodotyrosine in the blood of the patient apparently 
points toward the lack of dehalogenase in the thyroid 
and in the peripheral tissues. There appears to be little 
doubt that loss of the iodotyrosines is the outstanding 
biochemical effect of diminished dehalogenase activity 
(McGirr, 1960). This loss, directhy or indirectly due to 
loss of iodine, may account for the clinical state of the 
patient. It is also possible that an additional defect 
is present, such as difficulty in coupling iodotyrosines to 
form iodothyronines. However, multiple errors would 
imply that more than one gene is defective, since it is 
contrary to the concepts of modern genetics that one 
gene could be responsible for two enzymes (McGirr, 
1960). 

The late appearance of goitre in a case of a defect of 
thyroid hormone synthesis is rather unusual. Decourt 
et al. (1958) described a case with disturbance of thyroid 
biosynthesis connected with oxidation of iodides where 
myxoedema with goitre developed at the age of 60. 
They believe that this is the first instance in which 
a disturbance of thyroid hormone production has been 
recognized in acquired myxoedema in an adult who has 
received no synthetic antithyroid preparation. The 
current theories about the hereditary nature of this defect 
do not support this view. 


We believe that our patient has had a partial defect 
in hormone synthesis all her life, but did not develop 
a goitre until increased production of somatotropic 
hormone increased the demand for thyroid hormone to 
the point where goitre formation was necessary to 
permit the crippled gland to secrete enough hormone 
to meet the body’s needs. 


We thank Professor H. Salinger for the interpretation of 
the x-ray films, and Mrs. Kaye Norton for the illustrations. 


ARON GuTMAN, M.D., M.Sc. 
ZYGMUNT Lewitus, M.D. 
Max LEFFKOwITz, M.D. 


Department of Medicine A and the Isotope Department, 
Beilinson Hospital, Petah Tiqva, Israel. 
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Reviews 


STREPTOMYCIN AND TUBERCULOSIS 


The Clinical Application of Antibiotics. By M. E. Florey, 
M. Volume Il: Streptomycin and Other Antibiotics 
Active Against Tuberculosis. (Pp. 336+ix; illustrated. 84s.) 
acon, New York, Toronto: Oxford ” University Press. 


Treatment by antibiotics of any disease caused by 
an infecting organism is not without difficulties and 
dangers. In general the greater the success of the drug 
the more likely are the dangers to be ignored, so that 
management of cases follows a set routine irrespective 
of the variations in their clinical manifestations. The 
use of streptomycin in the treatment of tuberculosis 
is no exception to this tendency, and Lady Florey has 
done good service by producing a comprehensive review 
of the many problems associated with clinical applica- 
tion of the drug. There is also valuable information 
on the treatment of conditions arising from specific 
infections other than tuberculous. There is, too, a 
section on diseases in which the value of streptomycin 
is in doubt: leprosy, glanders, melioides, leptospirosis, 
blastomycosis, and rickettsial infections. Another 
chapter deals with antibiotics, other than streptomycin, 
that are active against tuberculosis. None of these is 
strongly favoured, mainly because of toxicity and a 
selective action that enables those organisms which are 
resistant to multiply freely while susceptible ones are 
being controlled. 

The remaining six chapters are devoted to a detailed 
account of the use of streptomycin in tuberculosis. 
There are excellent studies of the treatment of tuber- 
culous meningitis and genito-urinary disease. On 
tuberculosis of bone and joints the author is less 
convincing, as skeletal lesions have been considered as 
a whole. Spinal tuberculosis, for instance, might well 
have received special attention. More stress might have 
been laid on the fibrosing action of streptomycin in 
pulmonary tuberculosis and the consequent limitations 
of its use in elderly persons. There is, however, much 
wisdom and good advice in the book, and the conclu- 
sions at the end of each section are concisely stated 
and are fundamental to successful treatment. For 
instance, in the treatment of lymphangitis by strepto- 
mycin it is good to be reminded that “the pathology 
of the lesion is all important,” and, in the section on 
sinuses, that “ when an underlying tuberculous lesion is 
suspected systematic treatment is advisable no matter 
how effective the immediate results of local administra- 
tion may be.” There is one minor correction that is 
necessary (on page 164) to remove the impression that 
Sully Hospital is in Birmingham—it is near Cardiff. 

The illustrations are well produced and there is a 
very full bibliography on the subject up to 1959. The 
index has been carefully compiled and there is a useful 
glossary of bacteriological nomenclature. The author 
is to be congratulated on having made a most valuable 
contribution to the literature on streptomycin. 


FREDERICK HEaF. 


CONNECTIVE-TISSUE DISEASES 


Inflammation and Diseases of Connective Tissue. A 
Hahnemann cm; Edited by Lewis C. Mills, M.D., 


and John H. .D. (Pp. 900+xxvii; illustrated. 
£5 2s.) Philade phia and London: W Saunders 
Company. 1961. 


This book comprises the papers presented at a 
symposium held in Philadelphia in December, 1960. 


Each group of papers was followed by a_ panel 
discussion reproduced from a tape recording after 
appropriate editing by the participants. One hundred 
and forty-eight contributors were present—mostly from 
the U.S.A. but with a significant number from Europe 
—and included clinicians as well as biochemists, 
immunologists, pathologists, and pharmacologists, 
mostly of international repute. 

The papers were grouped under eleven headings ; the 
first four dealt with the structure and biochemistry of 
the connective tissue, non-specific inflammation, and 
the specific connective-tissue diseases; the rest of the 
symposium was devoted to the steroid hormones, their 
biochemistry, pharmacology, and therapeutic applica- 
tion, with the final session dealing exclusively with 
their undesirable side-effects. In all 120 papers were 
presented and there were 20 panel discussions. 

Inevitably there is considerable variation in the quality 
and comprehensiveness of the contributions, but the 
overall standard is commendably high and the value of 
the book immeasurably enhanced by the extensive 
bibliography accompanying most of the papers. With 
few exceptions the admirable custom has been followed 
of including the full title of each reference in the biblio- 
graphy. From such a wealth of material it would be 
unfair to select any individual paper for speeial com- 
ment, but the eight papers and discussion devoted to 
the nephrotic syndrome provide an unusually well- 
illustrated and up-to-date account of this interesting 
problem. The currently popular concept of auto- 
immunity, well emphasized in these papers, can be traced 
as a unifying theme throughout the whole symposium, 
and though no fresh convincing evidence was presented 
the concept is obviously functioning as a powerful 
stimulus to research throughout the whole field of 
connective-tissue disease. 

Some differences of opinion have recently been 
expressed concerning the value to non-participants of 
the proceedings of symposia of this kind. The most 
pertinent criticism concerns the long delay in publica- 
tion. Whatever may be said in general on this subject 
the publishers of the present volume must be con- 
gratulated on its high standard and on the extraordinary 
expedition with which they have achieved it. 


L. E. GLYNN. 


ADRENERGIC MECHANISMS 


Adrenergic Mechanisms. _ Ciba Foundation Symposium 
jointly with Committee for Symposia on Drug _ Action. 
itor for the British Pharmacological Society: J. R. Vane, 
B.Sc., D.Phil. Editors for the Neng ore. G. E. W. 
Wolstenholme, O.B.E., M.A M.R.C.P., and Maeve 
O'Connor, B.A. (Pp. 632+xx; 70s.) London: 
J. and A. Churchill Ltd. 1960. 
This volume contains the proceedings of two 
symposia, held at the Wellcome Building and the Ciba 
Foundation respectively in March, 1960. The eight 
sessions held at the Wellcome Building were entitled 
“Formation and Inactivation of Adrenergic Trans- 
mitters”; “Storage of Catechol Amines”; “The 
Adrenergic Neurone”; “Adrenergic Mechanisms in 
Man” “Actions of Adrenaline and Noradrenaline on 
the Effector Cell”; “ Mechanism of Action of Other: 
Sympathomimetic Amines”; “Central Adrenergic 
Mechanisms”; and “General specific antag- 
onism of dibenamine to ergometrine, adrenergic 
mechanisms in inflammation, and thermoregulation in 
newborn animals were discussed in this section. The 
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Ciba Foundation sessions—which were smaller and in 
the words of the preface “ provided facilities for two 
further days of more intimate discussion ”°—were 
devoted to “Some Problems Concerning the Storage of 
Catechol Amines in the Adrenal Medulla”; “ A New 
Adrenergic Mechanism”; “Observations on_ the 
Localization of Noradrenaline in Homogenates of Dogs’ 
Hypothalamus”; and the “Synthesis of Catechol 
Amines in the Depleted Brain.” The discussions as well 
as the main papers are printed in full. 

The communications dealing with recent developments 
in the diagnosis of phaeochromocytoma, the clinical 
pharmacology of bretylium and guanethidine, and the 
pharmacological effects of adrenergic compounds in 
man will be of particular interest to those readers whose 
interests are primarily in the field of internal medicine. 

Neuropharmacological problems were discussed 
under the chairmanship of Dr. Marthe Vogt, and papers 
were given which dealt with—among other subjects— 
the biochemistry of dopamine and noradrenaline in 
brain, the awakening action of phenylalanine derivatives, 
and the clinical actions of amine oxidase inhibitors, 
papers which will be of particular interest to 
psychiatrists. 

This book is a useful addition to the pharmacological 
literature, and workers in many disciplines of medical 
science will dip into it with pleasure and profit. 


R. W. E. Watts. 


ANTICOAGULANT THERAPY 


Symposium on Anticoagulant Therapy. Report of the 
Proceedings 'of a Sympusium held at the Royal Society of 
Medicine on 18th and 19th November, 1960. Edited rf 
Professor Sir G. W. Pickering, M.A., D.Sc., M.D., F.R.C.P 
(Lond.). (Pp. 284+xii; illustrated. 21s.) London: Harvey 
and Blythe Ltd. 1961. 


The complicated nature of many therapeutic regimes in 
modern medicine involves the growth of vast production 
lines in laboratory, clinic, and factory. The effort to 
treat arterial occlusion by anticoagulants has created one 
such complex organization which is represented by the 
participants in this symposium. The laboratory work 
on clotting is described in detail, and, by itself, is of 
great interest. That all this effort is clinically worth while 
was supported by the powerful advocacy of Suzman, 
Millikan, and Owren, but some doubts about the value 
of the effort were less prominently displayed by R. L. 
Richards and J. Marshall. The manufacturing side of 
the complex was represented by a drug firm which 
financed the proceedings but which, according to the 
editor’s foreword, remains anonymous, but hardly 
disinterested—M. F. Oliver estimated that the cost in 
this country of a year’s anticoagulant treatment for 
patients recovering from acute myocardial infarction 
might be £1,000,000 ! But, as prophylaxis spreads to 
angina, then through to suspected angina, the middle- 
aged population could soon be heavily involved, which 
would cost much more both in cash and _ hypo- 
chondriasis. As the enthusiasts differ among themselves 
in their recommendations, and as their claims are far 
from universally accepted, a heavy responsibility lies 
upon the profession in deciding whether or not to subject 
ourselves and our fellow men to the appalling prospect 
of “lifelong anticoagulant therapy” recommended by 
Professor Owren. 

Physicians used to be critical of surgeons who did 
operations of great technical interest for peptic ulcer 
without finding out whether they were useful. Physicians 


involved technical complexities should 
question themselves as to the value of such efforts over 
the last twelve years in coronary occlusion. Anti- 
coagulants have been of value in venous thrombosis. 
On the arterial side (coronary only) the Medical 
Research Council evidence possibly indicated some 
benefit lasting for only a few months after the acute 
episodes, and Morgan Jones wisely suggested that some 
attempt should be made to recognize active thrombosing 
phases. Only within these limits does anticoagulant 
treatment have any basis on reliable evidence. 


J. McCMICHAEL. 


~ ABDOMINAL PAIN PATTERNS 


An Atlas of Pain Patterns. Sites and Behaviour of Pain in 
Certain Common Diseases of the Upper ——- By L. A. 
Smith, M.D., M.S., A. Christensen, ee N. O. 
Hanson, M.D., D. R. Ralston, M.D., M.S., P. Achor, 
MSS., K. G. Berge, M.D., MS., we jun., 
M.D., M.S., and A. H. Bulbulian, M.S., D.D.S., F.A.C. 

(Pp. 54+4x:; illustrated. £5.) Springfield, ‘Illinois : ‘Charles C. 
Thomas. Oxford: Blackwell Scientific Publications. 1961. 


In his preface to this book the senior author describes 
how it came to be written and what it sets out to do. 
It springs from a book by him and the late Dr. A. B. 
Rivers, Peptic Ulcer: Pain Patterns, Diagnosis, and 
Medical Treatment, published in 1953 by Appleton- 
Century-Crofts, Inc. The general principles which 
emerged in the earlier work have proved useful to him 
and his colleagues in the clinical diagnosis of abdominal 
disorders and in teaching postgraduate students about 
them. Consequently they were led to prepare an 
exhibit entitled “Pain Patterns in the Diagnosis of 
Certain Upper Abdominal Diseases,” in which the goal 
was that of simplification. ‘‘ Enough interest in our 
result was indicated to encourage us to prepare this 
slightly modified version of the exhibit for publication.” 

The book begins with a chapter on “ Basic Concept 
of a Pain Pattern” which is almost entirely devoted to 
showing how abdominal pain can be mediated through 
the splanchnic nerves or through cerebrospinal nerves, 
or through both these routes. According to whether 
the pain is due to spasm or stretching of the smooth 
muscle of the viscera (“ visceral pain ”’) or to stimulation 
of the end-organs of cerebrospinal afferent fibres 
(“somatic pain”), so the pain differs in location and 
other characteristics. Visceral pain is felt in midline 
of the abdomen, is poorly localized, and is frequently 
accompanied by restlessness, nausea, vomiting, pallor, 
and sweating. Somatic pain is well localized, is usually 
asymmetrical, is sometimes remote from the abdomen, 
and is seldom accompanied by nausea, vomiting, or 
sweating. Both types of pain frequently co-exist, but 
when the visceral component is absent or completely 
overshadowed by the somatic component the fact that 
the pain originates in an abdominal viscus may not be 
suspected unless the clinician is aware of the pain 
patterns of abdominal disease. 

The remainder of the book consists of a series of 
chapters, of which each of the first five deals with the 
pain patterns of a common abdominal disease or 
diseased organ—namely, oesophageal hiatal hernia, 


gastric ulcer, duodenal ulcer, gall bladder disease, and 
pancreatic lesions—while the remaining chapter deals 
with some clinical applications of the preceding chapters. 
Each chapter has a very short written introduction and 
then becomes an atlas of the pain patterns met with in 
the particular disease being covered. The illustrations 
are models of clarity and the coloured drawings are 
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> 
*Pro-Actidil’, in reality i three 
special tablets in one, gives sustained relief to the aller- 
gic patient. It contains triprolidine hydrochloride, 
the most potent of the anti-histamines, specially 
formulated to give continuous action for up to 24 
hours in most patients. 


If given in the evening, four to five hours before 
retiring, ‘Pro-Actidil’ ensures a good night’s sleep for 
the patient, free from sneezing, irritation and 
restlessness. Any side-effects, such as drowsiness, 
should therefore occur at bedtime. 


‘Pro-Actidil’ is recommended for adults and child- 
ren over ten years. 


SUSTAINED ACTION triprolidine tablets 


BURROUGHS WELLCOME & CO., LONDON 
(The Wellcome Foundation Ltd.) 
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‘ICIPEN’ in Chronic Bronchitis 
and other winter ailments 


“The nearest approach to the activity of penicillin G against 
important pathogenic organisms such as haemolytic streptococci 
and pneumonocci is that of penicillin V.”’ 

Brit. med. F., 1960, ti, 1695. 


This recent study confirms that penicillin V retains a prominent 
place in the oral treatment of penicillin-sensitive infections. 


‘Icipen’ tablets provide effective therapy for all these infec- ICIPEN TABLETS 


tions. The tablets each contain 300 mg. potassium penicillin V 


In packs of 12, 100 and 500 
and, taken three times a day, they provide therapeutic blood 


levels adequate for treatment. ICIPEN SYRUP 
: ‘Icipen’ tablets are ideal for long-term prophylaxis as in Rack teaspommtal sf ml.) contains 
150 mg. penicilli as potassium 
chronic bronchitis. The basic N.H.S. cost of one day’s prophy- pi Available i omles of 30 and 
laxis, namely 1 tablet twice daily, is 1/64d. This represents a 60 ml. Basic N.H.S. cost 4/3d. and 


substantial saving in cost compared with other antibiotics. 


‘ICIPEN’ is easily remembered, easily written 
and only one strength of tablet is supplied. 


6/11d., respectively.” 


IMPERIAL CHEMICAL INDUSTRIES LIMITED PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE 
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works of art. The student of medicine will find here 
a vivid and easy way of learning the common pain 
patterns of the more prevalent abdominal diseases. The 
teacher of clinical medicine will find worthy examples 
of the teacher’s art which he will feel tempted to copy. 
Unhappily, the price is one which is decidedly heavy 
for an English pocket, especially that of a student, and 
particularly as the book deals with only one limited 
section of symptomatology. However, it is to be hoped 
that those responsible for students’ libraries will feel like 
investing in this luxurious publication, the quality of 
which reflects the highest credit on the publishers. 


S. C. TRUELOVE. 


SPEECH AND MENTAL PROCESSES 


The Role of Speech in the Regulation of Normal and 
Abnormal Behaviour. By A. R. Luria. Edited by J. Tizard, 
Ph.D. (Pp. 100+ix. 50s.) Oxford, London, New York, 
Paris: Pergamon Press. 1961. 


This small volume contains the text of three lectures 
given by Professor Luria, of Moscow, at University 
College, London, in 1958. In them he analysed the 
development of the regulatory role of the verbal system 
in ontogenesis and its disruption in various pathological 
conditions of the brain. The book also contains the 
first detailed account to be published in English of the 
experimental and research work that has been carried 
out in Moscow and elsewhere in the U.S.S.R. during the 
past ten years on the dynamics of the mental develop- 
ment of children. 

Professor Luria analyses the role of speech in the 
mental development of normal and mentally subnormal 
children and describes the successive stages in the 
acquisition of speech by the normal child. He shows 
how at first language achieves an impelling function in 
that it initiates activity; later it acquires a more 
directive function, being able to inhibit as well as to 
initiate action. In mentally subnormal children such 
development is retarded—as one might expect—while in 
severe Cases it never matures. Also there exist qualita- 
tive differences between normal and mentally subnormal 
children which are explored and illustrated. The author 
points out that a scientific analysis of the most complex 
—volitional—aspects of behaviour is impossible so long 
as such behaviour is viewed as an inherent attribute 
of psychic life; only when these complex aspects of 
psychic activity are considered as operations formed in 
the course of the individual’s social history and 
embodied in the complex functional system of the 
human cerebral cortex can real study be made towards 
a scientific analysis of the higher forms of psychic 
activity. This is why the role of verbal communication, 
and subsequently that of the individual verbal system 
in the organization of complex forms of behaviour, has 
become a model in the light of which the formation of 
the most complex aspects of the psychic activity can be 
traced with particular clarity. There is every reason to 
believe that the speech system is a powerful means of 
systemic organization of mental processes and that the 
study of this aspect may help to solve the highly 
important task of modifying and perfecting the higher 
nervous activity of man. Consequently it can assist in 
approaching the solution of the basic task of psychology 
—to make known the scientific foundations of the 
organization of human behaviour. 

The publishers apologize for the text appearing in 
non-letterpress setting, as to have reset the manuscript 


by letterpress would have delayed the appearance of the 
book by many months and would also have increased 
the cost. 

As Professor C. A. Mace points out in a foreword, the 
book is a notable addition to the all too few records in 
English of impartial lines of research in the U.S.S.R., 
and its publication may well have an important influence 
upon both the theoretical and experimental aspects of 
genetic.psychology. 

C. WorSTER-DROUGHT. 


MYCOLOGY MANUAL 

Practical Mycology. Manual for Identification of Fungi. By 

Sigurd Funder. (Pp. 143; illustrated. $6.50.) Oslo, Norway : 

A. W. Broggers Boktrykkeri A/S. 1961. 

Atlases tend to fascinate. Hence, perhaps, the call 
for a second slightly revised edition of this unsatisfactory 
work first published in 1953. Much of its contents 1s 
available elsewhere. Most of the many illustrations 
(line drawings) are from J. W. Wilson and O. A. 
Plunkett’s Practical Medical Mycology, and are also 
included in the current edition of Lewis and Hopper’s 
Introduction to Medical Mycology; while Gordon’s 
well-known key to the mycoses of man (pp. 91-99) is 
reprinted from the Journal of Bacteriology. 

The introductory text (pp. 7-37) gives a useful brief 
outline of the characteristics of fungi and some standard 
techniques for their handling. The illustrations of 
genera and species (pp. 41-90, 103-123), which are 
diagrammatic, some to the point of misrepresentation, 
are grouped in three series: general mycology, medical 
mycology, and plant pathogenic fungi. About a third 
of the one hundred or so different illustrations are 
duplicated by being reproduced in two or all three 
series, while two of the individual figures each occur 
no fewer than four times.on successive pages, each time 
illustrating features of a different genus. There are no 
keys to aid. identification (but the illustrations are 
arranged taxonomically within each series), and 
explanation is virtually limited to the labelling of the 
figures, which are drawn, without comment, on many 
different scales. The book cannot be recommended to 
beginners, and those with more mycological experience 
will know of better alternative sources of the same 


information. 
G. C. AINSWORTH. 


ORTHOPAEDIC NURSING 


dics for Nurses. Edited by M. C. Wilkinson, 
oer as G. R. Fisk, F.R.c.S. (Pp. 363; illustrated. 
37s. 6d.) London: Faber and Faber. 1961. 


Five contributors have assisted the editors in writing 
this book, which will prove useful to tutors, nurses, and 
others working in orthopaedic units and invaluable to 
nurses going abroad. The subject is treated compre- 
hensively, and as certain of the conditions discussed— 
for instance, tuberculosis—are becoming rare in Great 
Britain the editors hope that the principles described will 
also be followed in Africa’ and Asia. The clinical 
picture of each of the more common conditions seen in 
orthopaedic departments is clearly drawn, so that the 
principles of general and regional treatment can be 
readily understood. 

The chapters on injury and infection will make the 
nurse appreciate the necessity for conscientious 
observation and a careful approach to patient and 
injury. The nurse’s duties in wards and resuscitation 
room are well described, but greater stress is laid on 
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the hygiene of the hands than on the value and use of 
rubber gloves in doing dressings, and no instruction is 
given about how diriy dressings should be disposed of. 
The correction of joint deformities is lucidly discussed, 
and there are good directions concerning the manage- 
ment of appliances such as plaster and on how to lift a 
recumbent child. Mechanical turning is not used. 
Guttmann’s chapter on nursing in spinal paraplegia is 
outstanding. It provides instruction on the prevention 
and treatment of bedsores and on the management of 
the bladder and bowels. 

It would be helpful if more information were 
provided on the many forms of bandaging required in 
orthopaedic work, and a chapter on the réle of the 
nurse in an aftercare organization would be appreciated. 
There are many excellent illustrations, but a number 
should be replaced in a further edition. 


St. J. D. BUXTON. 


NEGRO NURSES IN THE U5S.A. 


No Time for Prejudice. A Story of the Integration of 
Negroes in Nursing in the United States. By Mabel 
Keaton Staupers. R.N. (Pp. 206+xiii. 34s. 6d.) New 
York and London: The Macmillan Company. 1961. 


On the first day of the year 1863 President Lincoln’s 
famous “ Proclamation of Emancipation” took effect, 
but 16 years elapsed before Mary Mahoney became the 
first negro woman to be awarded a diploma in nursing. 
For many years it remained difficult for others to follow 
in her footsteps. Preliminary education was difficult, 
training schools were few and segregated, and when 
qualified a negro nurse was allowed to nurse only 
negroes and the higher posts were not open to her. 
In 1908 the National Association of Colored Graduate 
Nurses (N.A.C.G.N.) was formed and, led by a band 
of clever, energetic, and devoted women, began the 
struggle to integrate negroes into nursing in the United 
States. It was only a small body but it did a great 
work. By their own energy and by weil-advised 
co-operation with other sympathetic organizations its 
leaders made great progress, so that in 1951 with the 
battle more than half won they were content to dissolve 
their own organization and amalgamate wiih the 
American Nursing Association, which was prepared to 
continue the good work. 

The story is well told by Mrs. Staupers. who was one 
of the leaders in the fight. The struggle was hard and 
must have been accompanied by much feeling: this 
is well subdued in the narrative except in the stimulating 
fifth chapter, in which the reader is allowed to share the 
indignation felt by the negro nurses at the discrimination 
and segregation to which they were subjected in the 
Military Nursing Service until in 1943 the battle was 
won. From that time also improvement was rapid in 
the civilian nursing service. In 1943 only 14 nursing 
schools in the entire nation accepted negroes without 
racial bias, but in 1954 “ out of 1141 schools of nursing 
in the country 710 stated that they accepted students 
without discrimination or were required to do so by 
law.” 

The one small criticism offered results from the 
reviewer's own prejudice against the too-free use of 
initials in capital letters to designate the various 
organizations, for though one soon learns it is also easy 
to forget the meaning of N.A.C.G.N., A.N.A., N.L.N., 
N.L.N.E., U.S.P.H.S., N.O.P.H.N., W.N.Y.C., W.O.V., 
W.E.V.D., and N.A.A.C.P. 

ZACHARY COPE. 
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BOOKS RECEIVED 
Review is not precluded by notice here of books recently received. 


Handbook of Physiology. Section 1: Neurophysiology. 
Vol. Ill. Editor in Chief: John Field. (Pp. 2,013+v: illus- 
trated. £8.) London: Bailligre, Tindall and Cox, Lid. 1961. 


Textbook of Genito-Urinary Surgery. Edited by 
H. P. Winsbury-White, F.R.C.S.(Edin.), 
F.R.C.S.(Eng.), assisted by J. D. Fergusson, M.A., M.D., 
F.R.C.S. (Pp. 988+xvi: illustrated. £6 10s.) Edinburgh and 
London: E. and S. Livingstone. 1961. 


The Nature of Essential Hypertension. By Sir 
Pickering, M.D., F.R.C.P., F.R.S. (Pp. 151+ viii. 
London: J. and A. Churchill. 1961. 

On Detective Fiction and Other Things. By G. F. McCleary. 
(Pp. 161. 16s.) London: Hollis and Carter. 1960. 


Chemical Pathology of the Nervous System. Proceedings of ihe 


2nd edition. 
M.B., Ch.B.(Edin.), 


George 
22s. 6d.) 


Third International Neurochemical Symposium, Strasbourg, 


1958. Edited by Jordi Folchi-Pi. (Pp. 720+xix; illustrated. 
£7.) New York, Oxford, London, Paris: Symposium Publica- 
tions Division, Pergamon Press. 1961. 


Coughs, Colds and Bronchitis. By 
M.D. (Pp. 92: illustrated. 4s.) 
Ltd. 1961. 


Taschenbuch der Digitalistherapie. 
Glykoside in Theorie und Praxis. 
(Pp. 117; illustrated. No price.) 
Verlag. 1961. 


Morley Roberts. The Last Eminent Victorian. 
Jameson. (Pp. 64. 10s. 6d.) 
1961. 


Research into Road Safety. Report on the first international 
meeting on Research into Road Safety, organized by O.E.E.C. 
at the Road Research Laboratory, Langley (United Kingdom), 
July, 1960. (Pp. 54; illustrated. No price.) Paris: Organiza- 
tion for European Economic Co-operation. 1961. 
Osteogenesis Imperfecta in Sweden. Clinical, Genetic, Epi- 
demiological and Socio-Medical Aspects. By Gunnar Smars. 
(Pp. 239+xi. No price.) Stockholm: Svenska Bokforlaget. 
1961. 

Modern Trends in Gastro-Enterology. 
Card, M.D., F.R.C.P.(Ed.), 
illustrated. 70s.) 


Hysterectomy. Ey 
illustrated. 


Kenneth C. Hutchin, 
London: W. and G. Foyle 


Die Herzwirksamen 
By Roland Niedner. 
Stuttgart: Georg Thieme 


By Storm 
London: The Unicorn Press. 


Edited by W. I. 
F.R.C.P(Lond.). (Pp. 317+xii; 
London: Butterworths. 1961. 


W. Gifford-Jones, M.D. (Pp. 117+ vi; 
32s.) Toronto: University of Toronto Press. 1961. 


Apuntes de Cancerologia. By H. Pieter. Third edition. (Pp. 132. 
No price.) Ciudad Trujillo: Liga Dominicana Contra. 1961. 


The Famous Pathologist orthe Noble Mountebank. By Thomas 
Alcock and John Wilmot, Earl of Rochester. (Pp. 42. 5s.) 
London: Sissons and Parker Ltd. 1961. 


Klinische Physiologie. Aktuelle Probleme in Ubersichten. 
Band I, Leiferung 3. Edited by W. A. Muller. (Pp. 96: illus- 
trated. DM. 16.20.) Stuitgart: Georg Thieme Verlag. 1961. 
Drillingsstudien. By K.-H. Degenhardt, G.-A. von Harnack, 
and H. Weyers. (Pp. 66; illustrated. DM. 17.80.) Stuttgart: 
Georg Thieme Verlag. 1961. 


A Manual of Pregnancy Testing. | By Edward H. Hon, M.D. 


(Pp. 116+x1; illusirated. 36s.) London: J. and A. Churchill. 
1961. 

Malformations of the Face. By D. Greer Walker, M.A., M.D., 
B.Ch., M.Dent.Sc., F.D.S.R.C.S. (Pp. 202+xii; illustrated. 


37s. 6d.) Edinburgh and London: E. and S. Livingstone. 1961. 


Aspetti Neurologic, Psicologici e Psicopatologici del Morbo di 
Hansen.  (Contributo clinico-nosografico su 75 casi.) By 
Guido Argenta. (Pp. 118: illustrated. No price.) Naples: 


Editrice Calia. 1961. 
Man and Sex. By Joseph Kaufman, M.D., and Griffith 
Borgeson. (Pp. 240; illustrated. 21s.) London: Victor 


Gollancz. 1961. 


Collected Papers of the Mayo Clinic and the Mayo Foundation. 
Vol. 52, 1960. (Pp. 868+xv; illustrated. No price.) Phila- 
delphia and London: W. B. Saunders Company. 1961. 

By M. Berger 
No price.) New York and Basle: 


Fortschritte der Geburtshilfe und Gyndkologie. 
and B. Hornstein. 
S. Karger. 


(Pp. 92. 
1961. 
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CONTROL OF FOOD ADDITIVES 


Many of those with an innate aversion to the 
“ sophistication ” of food or to the use of chemicals 
for controlling agricultural pests are swayed more by 
emotion than reason. But their fears cannot always 
be stated categorically to be groundless, because of 
lack of precise knowledge about possible dangers. A 
recent report’ of a joint committee of the Food and 
Agriculture Organization and the World Health 
Organization is therefore to be welcomed, for it offers 
to the toxicologist, and indeed to all those engaged in 
the food industry, practical advice on how to assess 
the carcinogenic dangers of food additives. The 
expert will find that the detailed section on testing 
procedures repays careful study. The point is first 
made that “tests on experimental animals cannot 
provide irrefutable proof of the safety or carcino- 
genicity of a substance for the human species.” That 
is not to say that no analogy can be drawn between 
chemical carcinogenesis in animals and man. Because 
it is impossible to apply tests directly to man and 
epidemiological surveys are often difficult and 
unrewarding, extrapolation from experiments on 
animals, with all its limitations, affords the only 
available guide. Every attempt must therefore be 
made to design animal tests which, in the light of 
current knowledge, can detect carcinogenicity and be 
both reproducible and practicable. It is in this respect 
that the report of the joint committee is an exemplary 
guide. 

Exhaustive testing for carcinogenicity as well as 
for general toxicity of every item that might find its 
way into food is extremely expensive and time- 
consuming, yet this is inescapable if due regard is 
to be paid to public welfare. Careful designing of 
the experiments beforehand is essential, as much to 
obtain worthwhile results as to achieve economy in 
the long run. Cursory tests will lead only to 
misleading conclusions, though whether everyone 
will agree with the authors of the report that all 
accounts of ill-conceived experiments should be 
withheld from publication is doubtful; even straws 


1 ** Evaluation of the Carcinogenic Hazards of Food Additives," Wid Hlth 
Org. techn. Rep. Ser., No. 220, 1961. Geneva, 
2 See Brit. med. J., 1960, 2, 1723. 


in the wind may be helpful on occasion. But 
anyone engaged in examining substances for 
carcinogenicity would do well to heed the detailed 
advice on experimental design and conduct set out 
by the joint committee, especially on the statistical 
aspects. One point made is worth noting above all. 
Carcinogenicity should not be regarded as a feature 
apart, but be taken into account from the outset of 
an investigation and provision made for it as an 
extension of the chronic toxicity trials to be 
undertaken anyway. Much of the skill, experience, 
and equipment required is the same for both types of 
test, and combining them would effect economies and 
very possibly increase the reliability of both. 

The report states that the “use of certain food 
additives is justified since the present position with 
respect to world food supplies makes it imperative 
that good technicological procedures should be 
developed and used to a maximal extent.” If this is 
accepted as a desirable policy for the food industry 
then the next step must be to decide on the 
precautions, if any, which should be taken to protect 
the population and the manner in which they 
should be enforced. To begin with, as the joint 
committee makes clear, it is not only the new 
chemicals and processes intended for use that 
demand examination, but also those that are already 
accepted as satisfactory. The task is an immense 
one. Laboratory facilities are scarce and, above all, 
expert animal pathologists are even more so. This 
deficiency is world-wide and is of particular concern 
in the United Kingdom, where the new toxicological 
research station? shortly to be established by the 
British Industrial Biological Research Association 
will, in view of its meagre budget, go but a short way 
to fill the existing gaps. Who should carry the 
financial burden for work of this kind? The 
indefatigable chemists who present us with food 
additives and pesticides in such baffling array are 
chiefly employed by industry. Should the Govern- 
ment be the sole judge of the safety of these devices, 
or should those who create them be equally charged 
with demonstrating that they are completely devoid of 
danger ? 

One conclusion is obvious. Because of the great 
volume of international trade in foodstuffs and 
pesticides and the scarcity of toxicologists everywhere 
there must be a pooling of ideas, technically in the 
first instance and legislatively thereafter. The joint 
committee has set a notable example in this direction. 
If scientific agreement can be reached, then the 
legislative discrepancies which now exist between one 
country and another might be substantially reduced. 
The concept of the “ permitted list” of substances 
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allowed in food is an admirable one and is already 
widely followed, but the extent to which it is applied 
varies. British policy is not very advanced. Many 
believe that all food additives. should be controlled 
in this way, and that their presence should be declared 
on the packet or container. 

Heavy responsibility rests on those who have to 
make the final decisions on the safety or otherwise 
of food additives or residues and the extent to which 
they might be allowed. The joint committee suggests 
that, besides toxicologists, oncologists, and food 
scientists, others including “ agricultural scientists and 
public health authorities” should be concerned in 
the ultimate assessment. Few will disagree with this. 
There is at present an uneasy feeling—possibly not 
without cause—that in Britain the decision is 
influenced disproportionately by the agricultural 
and food interests. The advantages of a certain 
material to the food industry or to agriculture 
can be defined by scientists working in those fields, 
but hazards to health should be assessed by medical 
experts. In the United Kingdom the Standing Panel 
on the Carcinogenic: Risks from Food Additives and 
Pesticides is notably strong on the medical side. But 
in the Food Additives Committee and the Advisory 
Committee on Poisonous Substances used in Agricul- 
ture and Food Storage, both of which directly advise 
Ministers on the action to be taken to protect the 
public, it is questionable whether the health interests 
are adequately represented. 


SEPARATING THE SCLERODERMAS 


In older dermatological texts scleroderma was usually 
divided into circumscribed and diffuse forms. In 
scleroderma circumscriptum localized plaques 
(morphoea) and linear band-like lesions occurred. In 
scleroderma diffusum the skin was more generally 
affected without sharp demarcation between normal 
and abnormal areas. However, two separate dis- 
orders fall within the scleroderma diffusum group— 
one with systemic manifestations, the other without. 

The syndrome of scleroderma with systemic 
visceral manifestations has been well described in 
detailed studies going back to the last century. It is 
a fairly distinctive disorder of unknown cause. It 
may be related to the collagen diseases, for the 
clinical appearances are rather similar, as are some of 
the changes in connective tissue seen microscopically. 
They may have a common pathogenesis in auto- 
immunity. Females are affected more often than 
males, in a ratio of nearly three to one. The disorder 
usually begins between the ages of 20 and 50, but it 
sometimes occurs in childhood. [Early signs are 


Raynaud’s phenomena, paraesthesiae, painful and 
swollen joints, generalized myasthenia, malaise, and 
loss of weight. After a variable interval stiffness 
appears in the skin of the fingers and often extends 
to the hands and forearms, the face, neck, and upper 
part of the thorax, and sometimes the feet and lower 
parts of the legs. At first the skin may be oedematous 
and then gradually it hardens. 

In the hands, a characteristic flexion deformity 
with immobility develops. This is often accompanied 
by painful gangrene or necroses of finger-tips, 
indolent paronychias, ulcers, and distressing vaso- 
spastic attacks provoked by cold. Calcinosis circum- 
scripta may occur. In the face skin-markings and 
folds become obliterated and the expressionless 
“ scleroderma-mask ” develops. Mastication may be 
difficult. 

The visceral component of the disease comprises 
parenchymatous and interstitial degenerative, inflam- 
matory, and fibrotic changes. The alimentary 
system, especially the oesophagus, the kidneys, lungs, 
heart, and the vascular tree in general are affected. 
In some patients such changes remain clinically 
silent for a long time. In others symptoms referable 
to various organs or systems arise from within a few 
months to several years after onset of the disease. 
They may increasingly dominate the clinical picture. 
Sudden exacerbation may lead to unexpected death 
from cardiac or renal failure and prognosis should 
be framed accordingly. Corticosteroids offer 
inadequate protection and no treatment has stood 
the test of time. 

The pattern of cutaneous change associated 
with systemic lesions particularly has given rise 
to difficulties of classification. Scleroderma, once 
established, does not usually spread much further. 
Gradual atrophy results in a shrunken, shiny, pig- 
mented, and, in some areas, telangiectatic skin. 
Pigmentation, however, may become more wide- 
spread than the clinical picture at first had suggested. 
Disability tends to persist in the hands and sometimes 
the feet. 

The peripheral distribution of scleroderma had 
already been noted by J. Hutchinson’ in 1896 as 
“acrosclerodermia following Raynaud’s pheno- 
mena.” J. Sellei? described it again in 1934 and he 
called it acrosclerosis, though he was mistaken in 
saying that it “remained at the same stage for 
decades.” Workers from the Mayo Clinic* * retained 


1 Hutchinson, J., Clin. J., 1896, 7, 240. 
2 Seller. J.. Brit. J. Derm., 1934, 46. 523. 
3 a os A., and Waisman, M., Arch. Derm. Syph. (Chicago), 1943, 


* Brunsting, L. A., Proc Mayo Clin., 1959, 34, 53. 
5 ~~ R. G., Gifford, R. W., and Hines, E. A., Circulation, 1960, 21, 


6 Goetz, R. H., Clin. Proc., 1945, 4, 337. 
7 Dowling, G. B., Med. Press, 1958, 239, 92. 
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Sellei’s concept of a chronic, relatively benign 
acrosclerosis with Raynaud’s phenomenon, dys- 
phagia, and arthralgia. They contrasted it with 
generalized or diffuse progressive scleroderma spread- 
ing over the integument widely to include and even 
to start over the trunk, in which serious visceral 
dysfunction would appear early. However, R. G. 
Farmer, R. W. Gifford, and E. A. Hines® have since 
reviewed 271 cases of systemic scleroderma seen at 
the Mayo Clinic itself. Five to thirteen years after 
diagnosis nearly half the patients, many previously 
labelled as acrosclerosis, had died. Onset over the 
trunk to accord with the concept of diffuse progressive 
scleroderma was found in only 2.6%. There was 
some evidence for a better prognosis in patients with 
slowly progressing disease and minimal change in the 
skin than in patients with fulminating disease and 
scleroderma spreading rapidly. In most cases, never- 
theless, the course did not fall into either category. 
These merely represented extremes in the clinical 
picture—findings which accord with those of other 
workers. There was thus no need for a special 
clinical subdivision of systemic scleroderma accord- 
ing to the site or degree of skin involvement. In 
1945 R. H. Goetz® had suggested that the disorder be 
called progressive systemic sclerosis. Sclerosis, how- 
ever, does not fully describe the pathological events. 
Only a purist would object to systemic scleroderma, 
and the proposal of Farmer and colleagues’ that it be 
designated acute, subacute, or chronic according to its 
course seems sound. 

G. B. Dowling’ has reminded us of the other group 
of patients within the scleroderma diffusum classifica- 
tion. Their clinical picture was being confused with 
and submerged in that of the systemic disorder on 
which attention had been focused. Here scleroderma 
may arise in one or several areas and spread to 
involve the skin widely, even completely. Distribution 
is not according to a special pattern and may be 
symmetrical or not. It often begins over the trunk. 
Dowling suggested that these patients suffered from 
the same process as those with circumscribed 
scleroderma. In the active developing stage of these 
diffuse, generalized sclerodermas he had often seen 
areas of variable shapes and sizes resembling and 
each having the characteristic peripheral “lilac” 
zone of morphoea. There was no evidence that such 
widespread and_ generalized scleroderma was 
associated with visceral changes any more than the 
localized form. He proposed it be called 
disseminated morphoea. 

Disseminated morphoea may be dangerous by 
restricting breathing. Its natural history, however, 
accords with that of the localized types. In some 


patients cutaneous changes resolve completely in 
time. In others sclerodermatous areas remain, but 
soften sufficiently not to cause serious disability. 
Persistent sclerosis compresses underlying sub- 
cutaneous tissue and musculature, so that a 
pitiable hide-bound state results, severely crippling 
and sometimes killing the patient. 

Prognosis, then, for these patients is determined by 
cutaneous changes and is good when resolution 
begins. As to terminology, the terms generalized and 
diffuse scleroderma imply the systemic disease. 
Disseminated morphoea, on the other hand. is distinct. 
Whether all cases of diffuse scleroderma can be 
readily and clearly separated clinically into the 
systemic and purely cutaneous forms cannot be 
regarded as settled. While the two disorders are 
probably of different aetiology too little is known to 
state that there is no connexion. 


-| 


CORTICOSTEROID THERAPY IN ASTHMA 


In the treatment of the asthmatic patient it is 
worth emphasizing again that except in severe cases 
of status asthmaticus corticosteroids should not be 
administered until all other kinds of treatment have 
been tried and failed.'* They must be given only 
with a full knowledge of their dangers. Rapid gain 
in weight, oedema, raising of the blood-pressure, 
gastro-intestinal haemorrhage, osteoporosis, loss of 
potassium, mental breakdown, and a strong tendency 
to addiction are among them. A serious risk is that 
corticosteroids may cause atrophy of the adrenal and 
anterior pituitary glands, rendering their owners 
vulnerable or even defenceless when exposed to the 
shock of an accident, surgical operation, or sudden 
severe illness. 

In spite of these disadvantages steroids have an 
important place in the treatment of asthma provided 
their use and dosage are strictly governed by three 
important principles. The first of these is that 
treatment with these hormones should be on a short- 
term basis ; this necessity and the reasons for it must 
be carefully explained to the patient. Secondly it 
must start with an effective initial dose. It is easy to 
give too small doses for too few days ; these quickly 
lose their beneficial effect and need repeating almost 
as soon as they have ended. The scheme recom- 
mended by the Medical Research Council® is still far 
the most effective. It has a beginning and a definite 
end in the patient’s mind. Using the 25-mg. tablets 


1 Brit. med. J., 1957, 1, 330. 

2 Thid., 1958, 1, 1146. 

3 Medical Research Council, Lancet, 1956, 2, 798, 

4 Somner, = R., Rogan, M. C., and Grant, 1. W. B., Brit. med. J., 1960, 


1, 1092. 
5 Pearson, R. S. B., Baylis, J. H., and Smellie, H. C., ibid., 1961, 1, 315. 
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of cortisone acetate or the 5-mg. tablets of predniso- 
lone or equivalent dosage of other steroids, the 
patient takes twelve tablets on the first day, eleven on 
the second, ten on the third, and one fewer daily until 
the supply runs out on the twelfth day—and it must 
be allowed to run out. It is advisable to insist that 
the patient lies up for the first week at least. Such a 
course can, if necessary, be repeated with reasonable 
safety three or four times a year. But many patients 
are rendered free of spasms for months and even 
years, particularly those who give a history of long 
clear periods, provided the spasm can be broken. The 
third important principle is that steroid therapy should 
be avoided if at all possible in the case of children. 
On the rare occasions when it may be thought 
necessary it is wise to seek a consultant opinion. 

Some adult patients do eventually have to be 
kept on long-term treatment,‘ * taking the minimum 
effective dose. But this must be strenuously resisted 
until there is no possible alternative, for the difficulties 
of weaning patients off this treatment can be great. 
Dr. J. P. Knowles discusses the problem in a paper at 
page 1396 of the Journal this week which deserves 
careful reading. There are nevertheless patients who 
have been on this treatment for five to nearly ten 
years without apparent harm. If steroids are 
administered with care the problems of addiction 
rarely arise. When they do it is apt to be in children 
aged about 10-12 who have been on long-term 
treatment for a year or more. Such cases are best 
treated in hospital, and it is important that the child 
shall understand what is happening and why, being 
assured that substitute tablets will be as effective and 
that if severe spasm should ever recur a return can 
be made to steroids. 

Any chronic adult asthmatic with considerable 
spasm resistant to other forms of treatment should be 
given the benefit of the full short-term course provided 
there are no contraindications such as peptic ulcer, 
oedema, evidence of right-heart failure, or a tendency 
to mental disturbance. Even these are not necessarily 
contraindications if bronchospasm is severe and 
disabling. Such cases are best treated in hospital. 
The short-term course has the great advantage that 
the general practitioner can manage it easily and 
thereby save hospital beds from being occupied, 
usually in the winter when they are most precious. A 
word of warning must be given about the use of 
proprietary combinations of steroids with ephedrine, 
aspirin, and other drugs. It is far better to use each 
drug separately in its most effective dose for the 
particular patient, but on occasion an appropriate 
combination could be useful in long-term therapy. 
Finally, though steroids have made a great difference 


to the treatment of asthma notwithstanding their 
dangers, the older bronchodilators remain the drugs 
of choice in the treatment of children particularly and 
in all cases of mild or moderately severe asthma. 


TOWARDS B.C.G. STANDARDIZATION 


B.C.G. vaccine is no longer considered a uniform 
product. From time to time a particular vaccine has 
been suspect because of apparent failure to protect or to 
promote allergy. Unfortunately there is no standard 
B.C.G. vaccine yet nor even agreed laboratory tests of 
potency. With this problem in mind, the B.C.G. Com- 
mittee of the International Union Against Tuberculosis 
started in 1959 an international co-operative assessment 
of laboratory methods for estimating potency. The 
scheme was co-ordinated by Professor A. Frappier and 
M. Panisset, of the Institute of Microbiology and 
Hygiene of Montreal University, which was host to 
representatives of the fifteen participating laboratories, 
together with consultants, who met in Montreal during 
September 7-9 in order to discuss results so far. The 
participating laboratories had been sent three samples of 
the same lyophilized vaccine, prepared in the Institute 
from cultures of different age and different count of 
viable organisms from one Canadian substrain of B.C.G. 
They were required “blindly” and by their own 
methods to measure the number of viable organisms per 
mg., to rank the samples in order of in vivo potency by 
tests on mice or guinea-pigs or both, and to include 
tests of protection against challenge with virulent 
organisms. 

In the event there was good agreement between the 
laboratories for the assessments in vitro, and reasonable 
agreement for those in vivo. The significance of 
concordant results obtained from widely separated 
laboratories, and with the use of varying procedures, 
was evident. It was stressed in discussion that, while 
viable counts should be useful in detecting a faulty 
routine batch of vaccine issued by a single production 
centre employing one strain and constant methods of 
production, animal tests were needed to detect 
differences in protective potency between vaccines from 
different centres. As a further stage in selection of the 
most suitable tests, the group decided during the forth- 
coming year to study, alongside a reference vaccine, 
B.C.G. substrain differences in vivo by comparing 
samples of vaccines of equal viabilities prepared in a 
central laboratory from cultures grown under similar 
conditions from several well-known substrains. 

A possible difficulty in the proposed scheme is that, 
despite even considerable differences in the potency of 
vaccines as produced routinely by the laboratories, it 
may turn out that their substrains (which of course 
originated years ago from one strain) will give vaccines 


1 Willis, S., and Vandiviere, M., Amer. Rev. resp. Dis., 1961, 84, 288. 

2 Palmer, C. E., Shaw, L. W., and Comstock, G. W., Amer. Rev. Tuberc., 
1958, 77, 877. 

8 Montreal Star, September 8, 1961. 

* Medical Research Council, Brit. med. J., 1956, 1, 413. 

5 ___ ibid., 1959, 2, 379. 

8 Brit. med J., 1958, 2, 374. 

* Tbid., 1959, 2, 414. 


| 
A 
: 
| 


Nov. 25, 1961 


TOWARDS B.C.G. STANDARDIZATION Barris 1415 


MEDICAL JOURNAL 


of equal potency when brought under similar cultural 
conditions in one laboratory. However, a _ recent 
additional report indicates that this type of investigation 
can be useful.! 

In this report animal-protection tests showed that the 
two B.C.G. substrains used for the vaccines in the U.S. 
Public Health Service field trials in Puerto Rico 
and Georgia*—where little protection was found in the 
vaccinated persons against subsequent clinical tubercu- 
losis—were notably less potent than the substrain used 
in J. D. Aronson’s classical studies among American 
Indians in the 1930s, where the protection was good. 
Professor René Dubos at the Montreal meeting, is 
reported? to have ascribed the poor protection given 
in these recent American trials, in contrast to the highly 
successful results of the contemporary British trial,* * 
to the use of ineffective vaccines in the former and an 
effective one in the latter. If this retrospective 
conclusion is accepted a mystery that has bothered 
observers for some years®’ will have been settled and 
a black mark against B.C.G. removed. As a corollary, 
had the possible variations of potency of vaccines made 
from different B.C.G. substrains been more fully 
realized at the time, such a situation in the US. trials 
might have been avoided. This is one aim of the 
present laboratory investigations. 


NEW TOXIC EFFECT OF AN ANTIBIOTIC 


Exhaustive animal experiments and extensive clinical 
use have often in the past failed to reveal the potential 
toxicity of an antibiotic. Only after several years and 
the treatment of even millions of patients is some such 
effect detected as due to the action of the drug itself and 
not to some intercurrent influence of another kind. 
Another instance of this delayed recognition of a toxic 
effect has now come to light. M. M. Robinson,' of 
Washington, D.C., briefly reports that 12% of patients 
treated with either triacetyloleandomycin or erythro- 
mycin propionyl ester lauryl sulphate (erythromycin 
estolate, “ilosone”’) for more than fourteen days have 
developed signs of liver damage. These esters of two 


closely related antibiotics were both introduced several, 


years ago because they are better absorbed than the 
parent antibiotics. The blood levels attained are 
considerably higher, and one reason for the higher levels 
attained by the propionyl ester of erythromycin was said 
to be that comparatively little is excreted in the bile.’ 
How this fact is related to the present observations is 
not clear. 

Further information than that given by Robinson is 
given by K. G. Kohlstaedt,* of Eli Lilly and Co., whose 
observations refer only to the erythromycin ester. It 
seems that out of an estimated 15 million courses of 
therapy with this preparation during the past three 
years there have been thirty-three known cases of 
jaundice. Some of these may well have been due to 
other causes, but thirteen are believed to have been due 
to the drug, and seven of these have been well studied. 
1 Robinson, M. M., J. Amer. med. Ass., 1961, 178, 189. 

2 Griffiths, R. S., Stephens, V. C., Wolfe, R. N., Boniece, W. S., and 

Lee, C. C., Antibiot. Med., 1958, 5, 609 


3 Kohlstaedt, K. G.. J. Amer. med. Ass., 1961, 178, 189. 
« Ibid., 1961, 178, 158. 


In some of the unstated number of cases referred to by 
Robinson the condition was “discovered purely on a 
laboratory level” by finding raised values for serum 
bilirubin and transaminase and an eosinophilia. Others, 
and apparently all of Kohlstaedt’s series, had abdominal 
distress and jaundice. All the patients recovered, but in 
several patients in both series further administration of 
the drug reproduced the condition promptly. Liver 
biopsy in one patient showed periportal infiltration with 
lymphocytes and eosinophils. The condition of “ intra- 
hepatic cholestasis * supposed to underlie this reaction is 
thought to be possibly a result of sensitization. 

In an editorial* on this subject in the same issue of 
the J.A.M.A. the conclusion is emphatically reached 
that these discoveries call for no drastic action. It is 
very properly pointed out that if treatment has to be 
continued beyond the time at which this reaction has 
been seen it might be prudent to replace the ester with 
the base, which has not so far been reported to have 
any such effect. If it is indeed true that a course of 
the ester not exceeding fourteen days can be given with 
impunity it may well be asked how many indications 
there are for a longer course of treatment. The acute 
infections for which this antibiotic is chiefly indicated 
should respond in less time than this. On the other 
hand a drug which can have such an effect in any 
circumstances must remain under suspicion, and further 
studies of the nature and causation of this reaction 
should be undertaken. If its equivalent can be 
reproduced in any animal it should be possible to 
determine what contribution if any the lauryl sulphate 
component makes to it. In the meantime anyone 
prescribing the esters of either erythromycin or oleando- 
mycin should keep his eyes open for any signs of hepatic 
disorder. 


IRRIGATION OF RENAL PELVIS FOR CALCULI 


The results of treating renal calculi surgically are often 
disappointing regardless of whether or not they are 
associated with an underlying anatomical or metabolic 
abnormality. Methods of dissolving renal calculi by 
retrograde irrigation of the renal pelvis with solutions 
of substances which hold calcium in water-soluble form 
have been suggested in the past, but have not been 
widely adopted. F. Albright and his colleagues! 
reported the use of a citrate solution to dissolve 
phosphatic calculi and investigated the suitability of 
other acids for this purpose.* J. S. Elliot and colleagues 
recommend irrigation for cases of decubitus calculi in 
paralysed patients.° The use of an aqueous solution of 
tetrasodium ethylene diamine tetra-acetate,® which 
forms water-soluble chelate complexes with divalent 
metals including calcium, was suggested about ten years 
ago.®? 

1 Sulkowitch, H. W., and Chute, R., J. Amer. med. Ass., 1939, 

113 

clin. Invest.. 1940, 19, 786. 

3 Suby, H.I., Suby, R. M.. and Albright, F., Z Urol., 1942, 48, 549. 
4___"‘and Albright. F., New Engl J. — 194 

§ Elliot, § @ Adamson, J. P.. and Lewis, L., J ie * 1959, 81, 56. 

6 Abeshouse. B. S..and Weinberg, T.. ibid., 1951, 65, 316. 

7 Gehres. R. F., and Raymond, S., ibid, 1951. 65, 474. 
8 Jensen, A. t. Acta chir. scand.. 1, 85, 473. 

® Prien, E. L., J. Urol., 1949, 61, a1, 
10 | agereren, C.. ‘Acta radial (stockh.), 1956, suppl. 133. 

11 Hodgkinson. A. Purton, M. J., and Pyrah, L. N., Lancet, 1961, 2, 451. 


12 MacDougall, J. A.. — ‘med. J.. 1961, 2, 809. 
13 Brozinski, M., Kno von Sengbusch, R., and Timmermann, A., 


Germ. med. 136i, 6, 105. 
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The difficulties attending this treatment arise from 
the extreme insolubility of calcium oxalate. This is a 
major component of about two-thirds of all urinary 
calculi in man.*~!! It is necessary to avoid the use of 
irritant chemicals and to take no risk of spreading 
infection in the urinary tract during prolonged irriga- 
tion ; moreover, mechanical difficulties may occur, such 
as blockage of the tip of the ureteric catheter. Changes 
in the serum levels of calcium, magnesium, and other 
electrolytes must be avoided, and it should be remem- 
bered that associated parenchymal renal damage rather 
than the stone itself may be the major factor which 
determines the patient’s prognosis. For distribution of 
cystine calculi an increase in the flow of urine by day 
and night has been suggested, and J. A. MacDougall 
recently reported a case.'” 

M. Brozinski and his colleagues!* have described a 
technique for the dissolution of calcium-oxalate renal 
calculi in vivo by continuous irrigation of the renal 
pelvis with a 2.5% solution of disodium ethylene 
diamine tetra-acetate buffered at pH 8.6 with 3% 
triethanolamine. A ureteric catheter (French No. 9) 
with a double lumen is used, and the irrigation is con- 
tinued at a rate of 150-200 ml. per hour for several 
weeks, the disappearance of the calculi teing observed 
radiologically. The authors state that this procedure is 
well tolerated and does not impair renal function. The 
long period of transureteric irrigation which this 
technique involves is a disadvantage, and the publication 
of the results of further clinical trials will be awaited 
with interest. It is to be hoped that Brozinski’s work 
will stimulate the development of new chelating agents 
for clinical use, and that these will enable the time 
needed for the treatment to be shortened. An even 
better therapeutic agent would be one which could be 
given intravenously or by mouth, and the chelating 
properties of which were unmasked only during its 
excretion through the kidneys. 


INTRAVENOUS FAT EMULSIONS 


When feeding is impossible or inconvenient by mouth, 
intravenous feeding should be considered as an 
alternative. Protein can be given as plasma or albumin, 
and amino-acid preparations can be equally effective in 
supplying nitrogen. As a source of calories protein 
is rather uneconomical, and the urea derived from 
deamination may be particularly undesirable since many 
patients requiring intravenous feeding have impaired 
renal function. Glucose or fructose solutions provide 
some calories, but the usual 5% glucose supplies only 
200 calories per litre of solution. Higher concentrations 
can be given but they are hypertonic and are apt to 
cause venous thromboses. 

These limitations to intravenous feeding with protein 
or carbohydrate have stimulated attempts to prepare fat 
in a form suitable for infusion. Fat offers more calories 
per gramme of material, and when fully metabolized 
produces no harmful end products. Since it is not in 
true solution osmotic effects are negligible even with 
high concentrations, so that useful quantities of calories 
can be given in conveniently small volumes of fluid. 


The main difficulty has been in preparing a sufficiently 
stable emulsion with emulsifiers which are themselves 
safe for injection. In the 1920’s Japanese workers 
experimented with lecithin as an emulsifying agent 
and reported promising results in animals. Similar 
experiments were made in the 1930's in the U.S.A., and 
in Great Britain A. C. Frazer and V. G. Walsh’ 
described an emulsion of olive oil which was safely 
administered in small quantities. 

The introduction of soya-bean phosphatides as 
emulsifiers by F. J. Stare and his colleagues in 1943? 
made possible some of the successful clinical prepara- 
tions. The attempt has been to provide a very fine 
emulsion with particle size of about | micron, and 
several experiments have shown that such preparations 
are satisfactorily metabolized in both animals and man 
with few or no ill-effects.* But complications have been 
reported and include a variety of acute reactions, some 
of them attributable to impurities in the emulsifying 
agents. A more important syndrome of fever and 
jaundice with enlargement of the liver has been 
described after repeated daily injections for more than 
20 days.* This seems to be due to accumulation of fat 
and may reflect diminishing capacity to metabolize the 
material. Some workers have reported a tendency to 
anaemia, and S. E. Bergentz and colleagues’ have 
attributed this to intravascular aggregation of red cells 
due to infusion of the emulsion. Several clinical 
materials, however, have been given with virtually no 
trouble at the rate of one litre per day for up to four- 
teen days. Longer administratidén is not generally 
recommended. Preparations on the market contain 
either soya-bean phosphatides or lecithin as emulsifiers, 
and their fat content ranges from 10 to 20%, providing 
one to two thousand calories per litre. Some also con- 
tain glucose to make the solution isotonic. This con- 
tributes to the calories supplied and possibly assists in 
the complete metabolism of the fat. Other solutions are 
supplied with amino-acids also, and it is suggested that 
complete nutrition might be obtained from a single 
solution. Since emulsions are notoriously difficult to 
maintain in their original state there have been 
difficulties in storage and marketing. Each preparation 
demands certain special conditions of storage depending 
on the type of formulation. 

It would appear that fat emulsions offer a compact 
and reasonably safe source of calories for intravenous 
administration. Used with care and in moderate 
amounts they have a rational place in the therapy of 
patients unable to take adequate food by mouth. 


LORD COHEN PRESIDENT G.M.C, 


Lord Cohen of Birkenhead was elected President of the 
General Medical Council at its meeting on November 21. 
He succeeds Sir David Campbell, who has been 
President since 1949, 


1 Frazer, A. C.. and Walsh, V. G., J. Pharmacol. exp. Therap., 1939. 67, 476. 
2 McKibbin, J. M , Hegsted, D M., and Stare, F. J., Fed. Proc., 1943, 2, 98. 
® Geyer, R. P., Physio! Rev., 1960, 40, 150. 

‘ Lovenacn, S. M., Upjohn, H. L., and Sheehy, T. W., Metabolism, 1957, 6, 
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A CASE OF BRONCHIECTASIS 
DEMONSTRATED AT THE 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 


This is the case of a man with a childhood history 
of asthma who later developed chronic respiratory 
infection, renal complications, and heart failure. He 
was under surveillance at the Hammersmith Chest Clinic 
and was treated latterly at Hammersmith Hospital 
(Case No. 211,012; P.M. No. 9,375). 


Clinical History 


Dr. C. M. FLETCHER: To-day we are going to discuss 
the story of an Irish labourer who was born on 
Christmas Day, 1911, and who was 48 years old when 
he died. It was difficult to get an accurate history from 
him, for he showed considerable lack of concern about 
his health. As a child in Ireland he was well until, at 
the age of 14, he started to get asthma. He was treated 
for a short time in hospital, but thereafter was not 
seriously disabled and he passed into the Army AI in 
1940. He was invalided out, however, two years later 
owing to his asthma. He appears to have remained 
well and at work until 1950, when he was admitted 
to the Paddington General Hospital with a left basal 
pneumonia. This was treated with chemotherapy, but 
on resolution shadows were seen in his chest x-ray 
suggesting fibrosis at both apices and in the right 
mid-zone (Fig. 3). He was transferred to the 
Hammersmith Chest Clinic for follow-up. Tomographs 
showed a doubtful apical cavity. Repeated examination 
of the sputum revealed no tubercle bacilli. He was 
notified, but he refused to attend subsequently. His 
wife was found to have a primary calcified tuberculous 


lesion, but his four children were negative on x-ray 
and tuberculin-patch test. 


DYSPNOEA AND PURULENT SPUTUM 


In 1952 he was admitted to the West London 
Hospital owing to a fleeting rheumatism affecting 
many joints without radiological change. He also had 
dysuria, but cystoscopy and a pyelogram were reported 
to be normal. Subsequently he began to develop 
increasing, persistent breathlessness and _ profuse, 
purulent sputum, and it was because of this that his 
doctor referred him back to the Chest Clinic in 
October, 1956. He was then found to be breathless, 
with finger-clubbing, his trachea was deviated to the 
right, and the right side of the chest was flattened, with 
impaired expansion. There was bronchial breathing at 
the right apex and coarse rales all over the right lung. 
There were rhouchi in both lungs. The chest x-ray 
(Fig. 4) showed extensive cavitation with shadows 
suggesting fibrosis and contraction of the right lung. 
The sputum contained the usual respiratory pathogens, 
and again many. specimens were negative for tubercu- 
losis. Since the condition was now not thought to be 
tuberculous, the man was “ denotified.” He was treated 
with ephedrine with some benefit. 

In August, 1957, he was admitted because of 
increasing breathlessness. He was an ill-looking man 
but did not appear to have central cyanosis. The signs 
in his chest had not altered. Blood pressure was 100/ 
70. Urine appeared normal on routine testing. Hb 
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Fic. 1.—Electrocardiogram on January 20, 1960, showing P pulmonale in lead II and gross right ventricular hypertrophy (right 
axis deviation, S>R in Lead V,, R>S in V,R and VR, R>10 mm. in V,). 
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16 g./100 ml., W.B.C. 7,000 (eosinophils 10%), and 
plasma bicarbonate 31.8 mEq/litre. A_ bilateral 
bronchogram (Figs. 5 and 6) showed extensive fibrosis 
and cavitation of the right lung with advanced 
cylindrical bronchiectasis, but only a few cavities filled 
with contrast medium. On the left there was no 
bronchiectasis .but there was considerable “ bronchial 
pocketing ” seen in the left main bronchus. Ventilatory 
function tests (see Table) showed evidence of severe 


Ventilatory Function Tests 


2.9.57 13.9.57 | Normal 
F.E.V.9  ..| 0-77 1-08 0-98 1:04 | 3-25 
vc... 2:36 2-45 242 | 43 
F.E.V.%V.€. 41 45 40 43 65 


F.E.V. = Forced expiratory volume. 


V.C. = Vital capacity. 


CM 


Fic. 2.—Slice of right lung showing bronchiectasis and cysts in 

apical and posterior segments of the upper lobe, and anterior 

and lateral basal segments of the lower lobe. The middle lobe 

is shrunken and shows bronchiectasis but no cysts. Most of the 
intervening lung is free of emphysema. 


restrictive’ and obstructive ventilatory impairment with 
a slight response to bronchodilators. On discharge, the 
figures before bronchodilators were slightly improved. 
The electrocardiogram showed Grade 2 right ventricular 
hypertrophy.* The patient was treated with penicillin 
and streptomycin, postural drainage, and broncho- 
dilators. The sputum was reduced in volume and 
became mucoid. He was discharged, considerably 
improved, taking penicillin V, 60 mg. t.ds., as a 
prophylactic against recurrence of infection. 


NEPHRECTOMY 


He remained well and at work until June, 1958, when, 
at a routine attendance at out-patients, he complained 


*Goodwin, J. F., and Abdin, Z. H., Brit. Heart J., 1959, 21, 
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of a dull ache in the left loin. He said that he had 
had this since his attendance at the West London 
Hospital in 1952 and that it tended to be relieved by 
micturition. His urine was then found to contain 
80 mg./100 ml. of albumin, scanty red cells but 
numerous white cells. Culture revealed tubercle bacilli 
sensitive to streptomycin, P.A.S., and isoniazid. An 
intravenous pyelogram showed a normal right renal 
tract but no excretion on the left. A retrograde 
pyelogram showed hydronephrosis and megalo-ureter 
on the right. The patient was readmitted and a right 
nephro-ureterectomy was carried out under cover of 
streptomycin, P.A.S., and isoniazid on September 18, 
1958. Tuberculosis of kidney and ureter were 
confirmed on section. In November, in one of many 
specimens of sputum examined, tubercle bacilli were 
reported to have been found. 


During the winter of 1958-9 the patient convalesced 
at Clare Hall and he was discharged on P.A.S. and 
isoniazid with the addition of digoxin. He was too 
dyspnoeic to work during the summer, and in October, 
1959, an increase in the pulmonary second sound was 
noted in out-patients. A month later he had developed 
clinical heart failure with oedema and a raised jugular 
venous pressure. 

TERMINAL STATE 


He refused admission until January, 1960. He then 
showed deep central cyanosis and the tremor and 
twitching of warm hands which are characteristic of 
respiratory failure. He had slight papilloedema with 
distended retinal veins. His sputum had become 
grossly purulent, his jugular venous pressure was raised 
to the level of his ears, his plasma bicarbonate was 
35 mEq. Oximetry showed a saturation of 81%. On 
breathing oxygen, arterial-blood samples showed 102% 
saturation with arterial carbon-dioxide pressure of 
76 mm. Hg. E.C.G. (Fig. 1) showed an extreme degree 
of right ventricular hypertrophy. He was treated with 
digoxin, chlorothiazide, and broad-spectrum antibacterial 
drugs. He deteriorated at first but then was given 
intravenous nikethamide by a drip at the rate of about 
1 ml./hour. After this he became more alert, appeared 
less cyanosed, and thereafter steadily improved. 

He was discharged in February with mucoid sputum 
and no signs of heart failure. He was maintained on 
digoxin and tetracycline (0.25 g. t.d.s.) and continued 
his antituberculous drugs. In March he was found to 
have developed tricuspid incompetence. In July the 
F.E.V.,,, was 0.45 litre, showing a considerable fall 
since 1957, and this mixed venous carbon-dioxide 
pressure by the technique of Campbell and Howellt 
: oe E. I., and Howell, J. B. L., Brit. med. J., 1960, 


LEGENDS TO SPECIAL PLATE 


Fic. 3.—Chest radiograph on March 17, 1950, showing 
shadows at both apices and in right mid-zone below the 
transverse fissure. 


Fic. 4.—Chest radiograph on October 8, 1956, showing 
gross fibrosis with cavitation on the right and some 
increased shadowing in the left lower lobe. 


Fic. 5.—Bronchogram of right lung on September 6, 
1957, showing extensive cylindrical bronchiectasis in all 
divisions of the bronchial tree, but very little filling of 
cavities. 
Fic. 6.—Bronchogram of left lung on September 13, 
1957, showing slight cylindrical bronchiectasis, but very 
poor peripheral filling. 
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was 70 mm. Hg. On basins 6, 1960, he was 
readmitted in gross cardiac failure The next day he 
suddenly became more dyspnoeic, collapsed, and died. 

Finally, one negative point, although this man was 
diagnosed as having emphysema during life on various 
occasions, by radiologists and clinicians, there was in 
fact no definitive evidence of emphysema. The only 
pulmonary-function tests we did provided evidence of 
airways-obstruction and alveolar hypoventilation, but 
this is not evidence of anatomical emphysema. 


Clinical Diagnosis 

(1) Chronic pulmonary and renal tuberculosis. 

(2) Asthma (or reversible, generalized airways- 
obstruction), later on becoming persistent and 
irreversible. 

(3) Chronic bronchitis with cystic bronchiectasis and 
fibrosis of the right lung. 


(4) Chronic cor pulmonale. 


Post-mortem Findings 
Professor C. V. HARRISON: This was a thin, middle- 
aged man, 5 ft. 8 in. (1.7 m.) in height, weighing 8 st. 5 Ib. 
(53.1 kg.), with a mild degree of finger-clubbing. There 
were old left lower paramedian and left loin operation 
scars, and slight oedema of the ankles and sacrum. 


The pericardium was obliterated by fibrous adhesions. 
The heart was enlarged, weighing 612 g. (normal 361 g.), 
with marked dilatation and hypertrophy of the right 
side, the right ventricle measuring 9 mm. in the conus 
(normal 2-3 mm.). The tricuspid valve was a little 
dilated and so was the pulmonary valve and the 
pulmonary ariery. The left side of the heart was normal. 
Scattered through the myocardium there were a number 
of very small points of discoloration. The coronary 
arteries were virtually normal, and so was the aorta. 
Micrescopically the points of myocardial discoloration 
proved to bz small foci of healing ischaemic necrosis. 
The muscular hypertrophy on the right side was 
confirmed. 


Lungs : The right lung (Fig. 2) weighed 973 g. (normal 
450 g.). Its upper lobe showed a mixture of fibrosis, 
bronchiectasis, and cysts up to a diameter of 4 cm. 
There was minimal emphysema. The middle lobe 
(Fig. 7) was greatly shrunken owing to fibrosis and 
bronchiectasis. The lower lobe showed severe bronchi- 
ectasis, with cysts up to 5 cm. in diameter. There was 
a trace of diffuse emphysema here and there. The 


LEGENDS TO SPECIAL PLATE 


Fic. 7.-Higher magnification of the back of the slice 
of right lung in Fig. 2. The shrunken middle lobe with 
bronchiectasis is uppermost and there are cysts with 
bronchiectasis in the anterior and lateral basal segments 
of the lower lobe. Note dense pleural adhesions. 


Fic. 8.—Bronchiectasis with surrounding collapse and 

fibrosis. The great dilatation of the bronchus is indi- 

cated by comparison with the two pulmonary arteries 

with black (elastic) walls (arrows). (Elastic-van Gieson. 
x6.) 

Fic. 9.—Wall of pulmonary cyst showing collapse and 
fibrosis around it. The black elastic indicates the 
amount of collapse. (Elastic-van Gieson. x43.) 
Fic. 10.—Caecum showing nodular appearance of 
mucosa and the cystic pneumatosis on the cut edge. 
Fic. 11.—Cystic pneumatosis, showing the cystic spaces 
in the submucosa. (H. and E. x34.) 


cysts were all in communication with bronchi and 
presumabiy represented extreme bronchiectasis. The 
left lung weighed 1,365 g. (normal 400 g.). The upper 
part of the upper lobe showed fibrosis, collapse, and 
bronchiectasis, with a few small cysts. There was some 
bronchiectasis in the lingula, but no cysts. The rest of 
the lobe showed minimal emphysema. There was some 
fibrosis in the apical and posterior segments of the lower 
lobe, and very severe pleural thickening, but apart from 
this the lobe showed only a little diffuse emphysema. 
Microscopy (Figs. 8 and 9) confirmed the naked-eye 
findings in the various lobes of the lungs. 

The intestinal tract was normal except for the caecum 
and the first part of the ascending colon. Here the 
mucosa was raised in a series of nodules about 10-15 
cm. diameter. On section these overlay honeycomb- 
like, gas-filled spaces—the condition of pneumatosis 
cystoides intestinalis (Figs. 10 and 11). The liver was 
of normal size but showed some passive venous conges- 
tion and cough-furrows. In the peritoneal cavity there 
was a 5-cm. cyst lying between the diaphragm and the 
liver over the upper and outer border of the latter. 
Histology confirmed these findings. 


The left kidney had been removed in 1958. Sections 
of the excised kidney showed typical active tuberculosis. 
The right kidney was a little hypertrophied, weighing 
208 g. (normal 170 g.), and on section appeared quite 
healthy. Histology confirmed this. The rest of the 
genito-urinary tract was normal. Other organs were 
healthy. Tests for amyloid were negative. 


Pathologist’s Diagnosis 


(1) Severe, widespread bronchiectasis, with cyst 
formation, mainly in the right lung. Extensive pleural - 
adhesions. (2) Severe, right-heart hypertrophy, and 
myocardial ischaemic necrosis. (3) Old nephrectomy 
for tuberculosis. (4) Pneumatosis cystoides intestinalis. 
(5) Peritoneal cyst. 

Discussion 

Dr. FLETCHER: There are a number of points raised 
by this case that I should like to see discussed ; first 
of all the tuberculosis. Professor Harrison found no 
evidence of tuberculosis in his post-mortem examination. 
The patient had of course been under what should have 
been effective treatment for nearly two years before 
death, and I think there can be little doubt that he did 
have active pulmonary tuberculosis earlier on. Now 
this is a point with which I hope Dr. Stradling will help 
us, for there was only one positive sputum after a very 
large number of negative reports, and I wonder if that 
one was genuine. It was odd that it should turn up 
so late in the course of the disease. 


Cystic BRONCHIECTASIS 


Why did he develop the bronchiectasis ? This type of 
large cystic bronchiectasis is a type that I think we do 
see in chronic infected asthmatics, and we also see it, 
I think, in chronic sarcoidosis with fibrosis, but I am 
rather at a loss to know just why he should have 
developed this gross cystic dilatation of his bronchi with 
infection when he did so, and why it should have been 
unilateral. I do not know if either Professor Crofton 
or Dr. Scadding can help us there. 


Wuy was AIR-FLOW OBSTRUCTED ? 


Then why did he have this gross obstruction to 
air-flow in his bronchial tree, which in fact ultimately 
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killed him? He had no significant degree of emphy- 
sema, it was just that he could not get the air in and 
out of his lungs. It is of course possibly important that 
he had this gross pleural thickening ; one thing people 
can do when they get obstruction to air-flow in their 
bronchi is to increase their total lung-volume by 
breathing at the top of inspiration, thus widening their 
airways. This man presumably could not do this 
because of the restriction to inspiration from his pleural 
fibrosis, so this may have made his bronchial obs‘ruction 
worse. But you will note that Professor Harrison, like 
other pathologists who have discussed these cases in 
our Clinicopathological Conferences before, made no 
reference at all to the state of the bronchial tree in the 
left lung, obstruction to which was the cause of death. 
The gross bronchiectasis was a dilatation and should 
not have obstructed air-flow. I would like to ask 
whether there is anything further that can be said 
about this airways-obstruction. The obstruction caused 
hypoxia and retention of carbon dioxide, and this led 
to cor pulmonale. 


Necrotic Foct IN HEART 


It was interesting to hear about these necrotic patches 
of heart muscle ; is this a thing that Professor Harrison 
has seen previously in these cases? This was a man 
who had not had perhaps such a prolonged anoxic 
course as many others that we see. We were told that 
he had gross narrowing of the pulmonary arteries in 
the bronchiectatic lung; this presumably was not a 
cause of his cor pulmonale, it was not effective shutting 
off of the blood supply to a useless lung, but there was 
presumably also some evidence of hypertension in the 
residual lung, was there not ?_ I'd like to ask about that. 
Lastly, 1 would just like to point out the surprise that 
the renal tuberculosis was to us. Here was a man who 
had been assumed not to have any active tuberculosis, 
who had just been in the ward and investigated and had 
had no urinary abnormality there, and then just casually 
in Out-patients he said he had got “a bit of loin pain,” 
and inquiry led on to the discovery of this tuberculous 
kidney. Tuberculosis of the kidney is usually associated 
with obvious renal symptoms, but in this case it came 
to light almost incidentally. 


AIRWAYS OBSTRUCTION 


Dr. J. G. Scappinc: This is a difficult situation 
because of the complexity of the factors involved. 
When a patient like this with lifelong asthma—which 
I suppose we must define as reversible airways- 
obstruction—develops the chronic changes in_ his 
bronchi associated with symptoms of chronic bron- 
chitis, and subsequently develops chronic, irreversible 
lung-damage, the factors that may cause these 
irreversible changes are very numerous, and we see 
most of them in this case. We believe that much of 
this irreversible damage is associated with recurrent 
infection, principally bacterial infection, and in this case 
we saw the late results of this, and little of the earlier 
changes: so far as I can make out there were no foci 
of recent active pneumonia or of recent organizing 
pneumonia. I think that the bronchiectatic lesions 
almost certainly must be related to some inflammatory 
change in the past. Associated with these bronchiectatic 
bronchi there must also have been some obliteration of 
the peripheral part of the bronchial tree. In the 
bronchogram one can see quite plainly that the bronchi 


divide to perhaps five or six generations ; by then they 
have reached almost to the periphery of the lung, so 
that all the lung beyond that (in those parts of the 
lung where there is bronchiectasis) must have been 
obliterated by an inflammatory process leading to 
fibrosis. 

PLEURAL THICKENING 


An important feature, as Dr. Fletcher has pointed out, 
is the pleural thickening, and I think his suggestion that, 
by preventing the patient from over-inflating his lungs, 
as most patients with airways-obstruction are able to 
do, the thickening may have been a potent factor in 
preventing the development of emphysema is a most 
ingenious one, and worthy of serious consideration. 
However, quite apart from that possible effect, we do 
know that gross pleural thickening, even around other- 
wise healthy lungs, has a very serious effect on function, 
markedly restricting ventilation, and | think this was 
an important factor here. It seems to me, too, that the 
pulmonary hypertension must have been a factor of 
importance rather earlier in its course than is usual in 
the ordinary case of obstructed airways disease. Finally, 
in relation to the tubercle bacilli found in the sputum, 
we must obviously accept that they came from the lung. 
I think there is no difficulty in the hypothesis that he 
had a limited focus in the lungs which, as a result of 
two years’ effective treatment, was sufficiently healed 
to leave only a non-specific fibrous scar by the time 
that Professor Harrison looked at the lungs. 


ORIGIN OF BRONCHIECTASIS 


Professor J. McMicHAEL: Thank you very much. 
Could I suggest that this man was bronchiectatic from 
the beginning of his chest illness, and that the asthma 
which appeared about the age of 13 was in fact a 
reaction to the presence of bronchiectasis ? 

Dr. ScaDDING: Then I will come back and ask you 
why he had bronchiectasis at the age of 14. 

Professor MCMICHAEL: Well, it is not an uncommon 
disease in childhood. 

Dr. ScappDING: Are you relating it to an earlier child- 
hood infection ? 


Professor McMICHAEL: Yes, we may lack accurate 
details of the history of his childhood illness. Severe 
asthma in a bronchiectatic lung which has become 
temporarily infected is not an uncommon reaction, 
is it ? 

Dr. SCADDING: For me that suggestion would simply 
be putting back the beginning of his symptoms earlier. 
We should be saying that, instead of his symptoms 
beginning, as he said, at 14, they must have begun earlier 
than this, and that whatever processes underlay those 
symptoms had already given rise to bronchiectasis by 
the time he was 14. 


EFFECT OF ASTHMA 


Professor McMICHAEL: One reason why I make this 
suggestion is that in 99°, of cases asthma itself is an 
extraordinarily benign disorder so far as its effects on 
lung structure are concerned. Where you have serious 
pathological changes in the lung the asthma is secondary. 

Professor J. W. CroFTon: Well, I am awfully sorry 
to disagree with you. I would have thought that, in 


view of this big change between the two x-ray films, 
it is rather unlikely that he had the bronchiectasis when 
I do not know 


he was first seen in the Chest Clinic here. 
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whether we have a record or any recollection of whether 
he had crepitations in this right lower zone at that time, 
but I rather think from what has been said that he 
probably did not—Dr. Strad!ing says he did not. This, 
I would have thought, was also against his having had 
bronchiectasis at that time. I do not see why one cannot 
attribute this bronchiectasis to tuberculosis. We know 
that a very high proportion of cases of tuberculosis, if 
you do bronchograms on them, have bronchiectasis, 
and I do not see why this should not be the case here. 
In the bronchograms the cysts did not communicate 
with the bronchi, at any rate the “ lipiodol ” (iodized oil) 
did not get into them obviously, and I would have 
thought these could perfectly well do for healed tuber- 
culous cavities. The point against this is, of course, 
that he did not have a positive sputum in the early 
stages, but these problems do occasionally arise. Would 
you lixe to go on discus3ing this? There are one or 
two other points I would like to ask if I might. 


Professor McCMICHAEL: Yes, please do... . 


RENAL FUNCTION 


Professor CROFTON: I was interested in the renal 
situation. We did not hear what the lesion in the left 
kidney was, and we did not hear whether there was any 
secretion from the left kidney or what the renal function 
tests were. I just wondered whether impairment of renal 
function might have had any effect on the compensatory 
mechanisms for the respiratory acidosis; or whether 
there was any record of the blood pH or total cardon- 
dioxide content, which might have been of interest. 
In Edinburgh recently we had dzmonstrated a very 
interesting case in which the patient went into coma, 
having both renal failure and respiratory ccidosis at the 
same time. Any renal failure in this case might perhaps 
have contributed to his demise. I would also like to 
ask whether there was in his left lung any evidence of 
the small foci of bronchiolar destruction and emphysema 
which might support the diagnosis of chronic bronchitis, 
and whether the pulmonary arteries on the left side also 
showed hypertrophy. It is rather a lot, I’m afraid. 

Professor Harrison: I do not think we have 
information on these questions. We have not yet made 
sufficiently extensive studies from the less diseased 
portions. We have made extensive studies on the 
diseased bits of both lungs, but we have not yet tackled 
the apparently normal bits. 

Professor MCMICHAEL: Any comment on the kidney? 


Professor HARRISON: The other kidney had hyp2r- 
trophied up to 208 grammes instead of the normal of 170 


grammes. It was perfectly healthy. Before somebody 
asks me, may I state that there was no amyloid 
anywhere. 


* RELATIVE CORONARY INSUFFICIENCY ” 


Professor MCMICHAEL: This man must have had an 
obstructive form of cor pulmonale and not the episodic 
type which occurs in ordinary bronchitis and 
emphysema. With all those fibrotic changes he must 
have had an obstructive vascular lesion responsible for 
the gross, right-heart hypertrophy. Now presumably he 
had the same degree of anoxia all through his heart ; 
it would be interesting to know, therefore, in relation to 
the commonly raised problem of “relative coronary 
insufficiency,” if the scars of myocardial damage 
occurred predominantly in the hypertrophied right 
ventricle. 


Professor HARRISON: Regrettably, they did not. 


Professor MCMICHAEL: No, not regrettably, if it’s a 
fact. 


Professor HARRISON: It would have been a nice 
story, but it was not so. There was one up in the conus 
region, and the rest were in the posierior wall of the 
left ventricle. 

Professor McMIcHAEL: Thank you very much. 
“ Relative coronary insufficiency ” is ruled out. Some 
people in Denmark have been recently commenting on 
considerable improvements in the course of episodic 
cor pulmonale when you give them oxygen: it can 
induce a diuresis, so the heart does suffer from anoxia. 
Why do some of them develop scars like this and others 
develop so-called “* thrush-breast ” heart which we used 
to see in severe anaemia ? 


PULMONARY AND BRONCHIAL ARTERIES DISTINGUISHED 


Now when Professor Harrison was showing us these 
obstructive, shrunken, pulmonary arteries in process of 
obliteration, he also showed one where there was both 
an external and an internal elastic lamina, and he said 
that he thought that was probably a bronchial artery. 
Does this appearance identify the bronchial artery ? 

Professor HARRISON: The pulmonary arteries remain 
elastic arteries from the main stem down to the s.ze 
of about 1 mm. The bronchial arteries become 
muscular arteries, with a band of muscle sandwiched 
between two lots of elastic, at a very much earlier level ; 
if you find elastic walls in very tiny vessels, they must 
be pulmonary, they cannot be bronchial. You have got 
to connect the structure with the size. 


RIGHT CoRONARY ARTERY 


Dr. J. P. SHILLINGFoRD: I wonder if I could take up 
Professor McMichael’s remarks on the coronary arteries? 
I think it is significant that the right coronary ar‘ery 
supplies the rigat side of the heart, then winds round 
the rear of the heart and supplies the posterior part of 
the left ventricle. Professor Harrison has shown that it 
is indeed this part of the left ventricle that is affected by 
areas of fibrosis. I would like to put forward the theory 
that the right coronary arterial flow is inadequate to 
supply the greatly hypertrophied right ventricle as well 
as the posterior wall of the left ventricle. 

Professor MCMICHAEL: The right ventricle taking all 
the oxygen and leaving very little for that final bit. 


Professor HARRISON (at the blackboard): You agree, 
Dr. Shillingford, that as this right coronary comes round 
here so much of its oxygen is picked up by the right 
ventricle here, that when it gets to here the blood is 
pretty well worn out, so the finding of ischaemia or 
anoxia is not of course surpris:ng. 


Professor MCMICHAEL: But it must be carrying the 
same sort of blood everywhere. It is not the arteries 
that are losing the blood, but the capillaries. 

Professor HARRISON (still at the blackboard): I think 
the position is something of this sort: Here is the right 
coronary. It gives off a series of branches with a big 
one coming down here, and it ends up here. Presumably 
there is a very high flow here and this has been drained 
off here ; you may get a rather small flow by the time 
you get to that part. 


Professor McMicHAEL: He _ had lovely wide 


coronary arteries without any atheroma. 
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Dr. SHILLINGFORD: I still think it most significant that 
the fibrotic changes in the myocardium occurred only 
in those areas supplied by the right coronary artery. 

Professor McMICcHAEL: All right, well, relative 
coronary insufficiency is back in again—it was only 
out for five minutes. Any other comment ? 


PNEUMATOSIS CYSTOIDES INTESTINALIS 


Dr. C. C. Bootu: I was interested in the pneumatosis 
cystoides intestinalis. I happened to be looking over 
some films the other day and had a film in my room of 
an old patient of Dr. Milne’s who had this lesion, and 
I wondered if I could just show it. It’s an interesting 
condition, as Professor Harrison says. Nobody knows 
what causes it, but you get gas cysts in the wall of the 
intestine. It quite commonly occurs in the small 
intestine, and more commonly on the right side of the 
colon than the left. I have only seen two patients with 
it, one who was under Dr. Milne’s care some years ago 
and the other at St. Peter’s Hospital, Chertsey, about a 
year ago. In both of them the colon was; involved, 
predominantly the sigmoid area. The interesting point 
about the radiology is that these cases are sometimes 
reported as showing polyposis of the colon: the appear- 
ance is a bit like polyposis coli, but the differentiating 
feature is that if you look at the edge of the gut wall 
you can see that what look like polyps are in fact filled 
with gas. I would be very interested to know whether 
this patient ever had any films iaken of his abdomen. 

Dr. FLETCHER: I’m afraid he never complained about 
his guts. 

Dr. BootH: The only other thing about pneumatosis 
is that it is occasionally associated with some primary 
abnormal:ty of the intestines, so that if you see a patient 
with pneumatosis your duty is to look for a carcinoma 
or something which may be associated with it. 


RADIOLOGICAL DIAGNOSIS OF EMPHYSEMA 


Dr. B. E. Hearp: I would like to ask Dr. Laws’s 
opinion of the radiograph of the chest. Emphysema 
was reported in the left lower zone, and under the 
dissecting microscope the specimen showed some fine 
changes in the left lower lobe. However, different degrees 
of pleural thickening in different parts may produce an 
illusion of emphysema. I should like to hear if he 
considers there is any change in the small vessels to 
indicate emphysema. 

Dr. J. W. Laws: Dr. Heard and I have been 
comparing the appearances of the inflated-lung specimen 
with the straight x-ray of the chest in a number of 
patients. Of the many radiological criteria that have 
been classically described, the only one which seems to 
be really reliable is diminution in the size of the 
peripheral arteries when compared with the main 
pulmonary arteries, especially if this is a localized 
phenomenon. Only one report on this patient mentioned 
emphysema, I think in 1957. There were many reports 
on chest films since then, and not one has mentioned 
emphysema. Looking at the films now, I do not really 
think there is any radiological evidence of emphysema. 
The vessels at the periphery seem of normal calibre. 
What changes there are seem to be fibrotic, due to 
pleural thickening, and cystic, mainly in the upper lobes, 
but also in the lower lobe as well on the right side. I 
would not have thought that there was any convincing 
radiological evidence of emphysema. 
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Dr. ScappinG: In fact the transradiancy at the left 
base (see Fig. 4) is really relative to opacity on the other 
side. 

Dr. Laws: Yes. 
indicate emphysema. 

Dr. HEARD: He seems to have had more emphysema 
in the intestines than in the lungs. 

Professor CROFTON: Could I ask whether his residual 
volume was ever measured ? 


Dr. FLETCHER: I’m afraid it was not. 


Professor McMIcHAEL: I do not think there is any 
need to discuss sub-diaphragmatic peritoneal cysts. The 
late Dr. Charles Bolton did a lot of work on experi- 
mental venous congestion, reporting some curious 
hydropic peritoneal excrescences on the liver and under 
the diaphragm in his experimental animals. 

Professor HARRISON: Yes, there were little fibrous 


thickenings. I do not recall their ever being recorded 
as cystic. 


Transradiancy by itself does not 


RENAL TUBERCULOSIS 


Dr. M. D. MILNE: The kidney picture is very typical 
of renal tuberculosis as it occurs in clinical practice 
to-day. The problem may be very difficult if the disease 
is bilateral. 1 know that in this case the disease 
was unilateral and occurred without antituberculous 
therapy. Similar developments can occur bilaterally, 
despite chemotherapy, due to fibrosis of the ureters, and 
this is one of the reasons why the treatment of tuber- 
culosis in the kidneys has not been so successful as 
elsewhere. This very severe fibrosis of the ureters is not 
inhibited by cortisone, and it may be fatal if the disease 
is bilateral and if strictures occur in the upper lengths of 
the ureters. Finally there is one point that Dr. Booth 
missed out, regarding the interesting x-ray of pneuma- 
tosis cystoides intestinalis. This was first recognized 
radiographically in this case by one of our students on 
the medical ward ; he first pointed out these cysts and I 
thought you ought to know about it. 


PusLic HEALTH SURVEILLANCE 


Dr. FLETCHER: Could J just ask one point of Dr. 
Stradling ? How long would you think it necessary 
to follow this man’s family from the public health point 
of view ? 

Dr. P. STRADLING: Well, I think that once you have 
found their x-rays normal and followed them perhaps 
for six months ; this would be adequate in this case. I 
am by no means convinced that this patient had active 
pulmonary tuberculosis. During the course of his 
known illness he had multitudes of sputa examined 
which were usually copious and purulent. Only on one 
occasion, two months after his antituberculous treatment 
had started, did he have a single positive report. That 
does not impress me very much. I think it far more 
likely to have been a mistake. Except for a minimal 
apical scar, the x-ray findings were, in my opinion, 
unlike tuberculosis. 


DuRATION OF BRONCHIECTASIS 


Professor McMIcHAEL: Dr. Stradling, would you give 
any support to my idea that this man had bronchiectasis 
from the start ? 

Dr. STRADLING: Well, how long the bronchiectasis 
has been there we do not know. 
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Professor MCMICHAEL: It can be symptomless, dry, 
or haemorrhagic. 


Dr. STRADLING: Certainly when he first came to the 
Chest Clinic we did not think he had bronch‘ectasis ; 
there were no physical signs to suggest it and we did 
not do any bronchograms, so that we have no positive 
evidence e.ther to support or to refute your suggestion. 
I’m very sorry. 

Dr. ScaDDING: There is some evidence in those 
x-rays, though, isn’t there? Some in the serial x-rays 
between the first one in 1950 (Fig. 3). 

Dr. STRADLING: That it developed subsequently ? 

Dr. SCADDING: Yes, between the first one in 1950 and 
the subsequent one (Fig. 4) there had been gross 
contraction of the base of the right lung. It seems 
inescapable that the bronchiectatic condition was 
associated with the contraction of the lung which 
occurred between those two x-rays. 


Professor MCMICHAEL: Yes, but that does not say 


that these lungs were utterly and completely anatomi- - 


cally normal before 1950, as I feel sure they were not. 


We are grateful to Dr. J. P. Shillingford and Dr. B. E. 
Heard for assistance in preparing this report and to Mr. 
C. R. Brecknell and Mr. W. Brackenbury for the 
photographs. 


PHARMACOGENIC DISEASE IN 
PSYCHIATRY 


BY 
P. POLONIO, M.D. 


Associate Professor of Psychiatry, University of Lisbon 


A patient visits his doctor complaining of epigastric 
discomfort ; the doctor tells him there is nothing wrong, 
and he goes away without being helped. He goes to 
another doctor, who tells him he is suffering from 
“ dyspepsia’; this he accepts, and in consequence can 
be treated and get better. He has been supplied with 
an iatrogenic disorder, dyspepsia, which to his mind 
signifies a weak stomach, liable to upset ; and this has 
been substituted for the real disorder. This common 
and successful practice involves only one major danger 
—that the iatrogenic disorder may become fixed, leading 
to lasting hypochondriacal preoccupations. 

This is a homely example of the way in which the 
physician may offer the patient an explanation of his 
symptoms that will be readily accepted rather than make 
a precise diagnosis that would be met with resistance 
or antagonism. Thereby he hopes that he will be giving 
the patient the support he needs, but he adds an 
iatrogenic disorder to the patient’s troubles. Neurotic 
symptoms, such as those of anxiety or organ dysfunction, 
are easy to manage once the patient has come to rely 
on his doctor. When first experienced they are difficult 
to bear, and seem then to be the sign of some dangerous 
disease ; when they are better understood they may be 
well tolerated. In such cases psychotherapy or 
specialized psychiatric treatment is not required, and it 
is enough that the patient trusts his doctor. But the 


physician must be careful about the ideas he allows the 
patient to pick up from him, and he should make sure 
that these ideas are of a realistic and appropriate nature. 
There may be a difference between what the doctor said 
and what the patient believes he was told, and this can 


be the start of a psychogenic iatrogenic disease which 
greatly complicates the treatment of the real neurotic 
condition. 


Pharmacogenic Side-effects 


Similarly, pharmacogenic disease is nowadays taking 
on increasing importance. Most drugs used in neurc- 
psychiatry have side-effects that may fully replace the 
effects of the original disease for which they were given. 
The interest of both doctor and patient may then be 
insensibly transferred to the management of pharma- 
cogenic symptoms. This is common in epilepsy. When 
attacks are not completely controlled by a moderate 
dose of anticonvulsants the dosage is increased to the 
point where the patient is dull, depressed, moody, or 
irritable. These excessive effects are then countered by 
the giving of amphetamine, tranquillizers, or other drugs, 
with the alleviation of some pharmacogenic symptoms 
and the production of others. 


The symptoms of pharmacogenic disease are usually 
well tolerated, and they are amenable to therapeutic 
correction. In general, they allow the patient to enjoy 
a better life while he waits for the underlying disorder 
to clear up, and he is generally able to adjust himself 
to them. Obsessional and anxious patients prefer the 
emotional indifference, impotence, dryness of mouth, 
vertigo, and dysuria which are produced by imipramine, 
to the hypersensitivity and the ruminations of the 
untreated state. 


Pharmacogenic disease is frequent in psychiatric 
practice because drug treatment is rarely based on 
aetiology. The direct effect of the drugs on the central 
nervous system is to produce the symptoms of pharma- 
cogenic disease, and only by their indirect effect do the 
drugs act on the symptoms of psychological illness. 
Their use has to be continued beyond the period in 
which recovery has occurred in order to guard against 
relapse ; and this greatly favours the development of a 
lasting state which may not be recognized for what it is. 


Some forms of pharmacogenic disease hardly need 
special discussion. The toxicomanias make a well-known 
chapter ; and insulin treatment, cardiazol, and sleep 
therapy cause dramatic pharmacogenic disorders limited 
in duration to the time of application in hospital. On 
the other hand, the appearance and the rapid expan- 
sion in the use of stimulant amines, neuroplegics, 
tranquillizers, and antidepressives have greatly increased 
the frequency of pharmacogenic disease in psychiatric 
practice. In times when the use of a drug is rapidly 
expanding its side-effects are not fully known; and in 
this age of excessive medical specialization patients may 
go to one doctor for the treatment of, say, a neurotic 
condition, and to a second doctor for the treatment of 
the pharmacogenic symptoms caused by the first. Drugs 
whose main effect is on the nervous system may cause 
side-effects elsewhere, such as the liver damage produced 
by hydrazine derivatives, or the hypotension of 
imipramine. These are well known, and it is to the 
less-known psychological symptoms that I wish to call 
attention. 

These symptoms are often very similar to the 
symptoms of the illness for which the drug is given. 
The perseveration, retardation, and limitation of interests 
which will be seen with the administration of pheno- 
barbitone in adequate dosage for the treatment of 
epilepsy are difficult to distinguish from similar 
symptoms produced by epileptic personality change. 
Neuroplegics are the cause of lack of drive, loss of 
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interest, depression, fatigue, and impotence, which can 
also be the initial symptoms of a schizcphrenic process. 
Neuroplegics are commonly used in anxiety depression 
because of their quick effect on anxiety ; but they may 
lead to a vicious circle if the patient reacts with 
diminution of anxiety but increase of depression. The 
hydrazine derivatives are the cause of impotence, 
constipation, insomnia, dysphoric tension, and restless- 
ness, which may also be the symptoms of endogenous 
depression. It may be difficult, though not so much so 
as with the neuroplegics, to distinguish in the final phase 
what is pharmacogenic disease and what is mental illness. 


Good Management 

The possibility of obtaining a therapeutic effect 
depends in many cases on gcod management of the 
parmacogenic disease. This has to be accerted. The 
dosage of these drugs has to be highly individualized ; 
and to get the best results we may have to work at the 
level bordering on intolerance, helping ourselves where 
the need arises by the use of antidotes for the 
more troublesome pharmacogenic symptoms. Chronic 
depressives, asthenics, those liable to phobic anxiety, 
and insecure obsessive and oversensitive people have 
benefited from the protracted use of these drugs. We 
may compare such treatment with the use of hypotensive 
drugs in essential hypertension. In such patients, and 
generally where we are treating constitutional deviations, 
personality problems, or the symptoms of ageing, the 
part played by pharmacogenic disease has more than 
usual importance. 

In the integrative action of the nervous system, 
physiological and psychological factors may be supra- 
ordinated and subordinated to one another in many 
ways. In many cases psychogenic symptoms owe their 
persistence to neurovhysiological mechan'sms. On the 
other hand, neurotic illnesses of neurophysiological 
origin acquire psychological motivat‘ons. Such a process 
of secondary building up of a psychological structure 
may indeed permit of an easier psychotherapeutic 
approach ; but often enough it tends towards the fixation 
of neurotic symptoms. It may activate primitive 
neurotic exp2rience and root itself deeply in the 
personality. Drugs may be effective at the personality 
level; and psychotheravy may help to relieve the 
symptoms of organic disease. An overcompensatory 
effect at one level of activity of the nervous system may 
be the way to true recovery from symptoms derived 
at other levels. At other times all we can do is to damp 
duwn at one level the reverberations of dysfunction at 
another. It is possible that the majority of drugs capable 
of producing pharmacogenic disease have such an 
overcompensatory action. 


The New Drugs 


The new drugs, especially the stimulants, the 
energizers, and the tranquillizers, certainly have a future 
of increasing importance in the life of the normal man. 
They can be expected to supplement and to some extent 
to replace such traditional drugs as tea, coffee, and 
alcohol. The intensity of modern life brings with it 


a natural wish to rise to the heights, and afterwards to 
re'ax and escape the persistence of the exc'tement that 
follows effort. Though the new drugs will be helpful, it 
is well that a man should not live too much of his life 
out of his normal register or that he should find in these 
drugs pleasures that take him away from reality—in the 
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side-effects of the drugs, or in the power they give to 
transcend natural limits or to reduce inner life to a 
blank. 

Stimulating amines excite, but they limit or disperse 
mental activity. Hydrazine derivatives increase energy 
but disinhibit. Patients have told me, “I felt well, but 
my friends said I was almost mad”; “I felt well, but 
I lost my head with a professional woman.” The wife 
of one patient said, “He got well; he had no more 
anxiety and insecurity. But he has become cynical and 
egocentric, and he thinks only of pleasure. He is not 
so honest.” We have seen neurotic behaviour change to 
psycnoodathic behav:our, and patients who had felt very 
weil indeed disown their past actions once the drug was 
stopped. Lasting changes of personality may result from 
the experiences and the life that these drugs make 
possible. In the delicate equilibrium of opposing drives 
that makes the personality these drugs cause a shift of 
balance that may permit unforeseen developments. 
The most careful assessment of the personality structure 
is required to avoid disagreeable surprises. The 
tranquillizers and thymoleptics may cause emotional 
and intellectual dulling, irresponsib:lity and decline in 
interest, impulsive behaviour and instability. The inner 
life is limited, and loses depth and amplitude when 
guarded against suffering. 

The effect of these drugs is at the core of the 
personality, below the level accessible to insight. It is 
easy for the patient to be unaware that there is a drug 
effect, and he may become aware only when the drugs 
have been stopped and he can appreciate the change 
in retrospect. In all attempts at orthopsychiatry and at 
prevention one must remember the basic pr:nciple of 
primum non nocere ; for it is in this field that corrective 
drug treatment may be the source of the greatest 
iatrogenic suffering. The existence of such powerful 
drugs provides a temptation to use them without 
consideration of their inherent risks. Similar tempta- 
tions to excessive therapeutic intervention'sm arise with 
the modern treatments of constitutional diseases, such 
as essential hypertens:on and arteriosclerosis. 


Deeper motivations underlie this, in doctors as much 
as in patients. To be ill is to be guilty, and expiation 
is due. Nowadays it is not easy to make atonement ; 
and patients and their families go to the doctor expecting 
him to be the priest at propitiatory sacrifices, or even 
to be the master of masochistic rituals. Suffer'ng must 
have a positive meaning to be successfully integrated 
into life’s pattern. The patient who comes to the 
psychoanalyst and is told that his symptoms are an 
expression of his aggress:on towards his father finds it 
easier to accept them in this light; feeling that he is 
atoning by his illness for the wrongs of the past, he is 
the more willing to get better. The doctor must under- 
stand such strong and natural feelings. He must avoid 
cultivating them ; but compromises are often necessary. 


The Power to Adjust 


Man is the measure of all things: he reduces or 
amplifies what happens to him to his own measure. 
The common man may go through extraordinary 
circumstances almost without noticing them, and in 
the terror of a cataclysm cont:nue to live at the 
everyday level. There have always been powerful 
forces for maladjustment—the fear of devils, the 
pressure of hunger, insecurities of all kinds. But when 
we observe the life of people in epidemics or under 
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political or spiritual tyranny we see the majority go on 
living as if nothing was happening; the realities that 
menace them have not the impact to take them out of 
their absorption in living from day to day. It is when 
the individual loses this power to reduce or amplify 
internal responses to external realities that a mere trifle 
becomes capable of producing neurotic breakdown. 


Tradition and a common ideal do not have to-day 
the old power over the individual, and he cannot now 
lean so securely on his family and his group and their 
standards and values. Greater tolerance, an actual 
increase in freedom, allow the individual greater 
potential development, but also constitute a source of 
instability and insecurity. Technical advances and the 
fluidity of the modern world call for unremitting 
competitive effort and a d‘fferentiated adjustment, while 
at the same time man is subjected to a variety and 
strength of stimulation beyond his capacity to assimilate. 
The study of experimental neurosis finds that factors 
like these are demonstrably the cause of disorganization 
of nervous function. In the nervous machine with 
which man is endowed he does not have any ideal 
instrument, so plastic and flexible that it is completely 
self-adjusting or so balanced that, barring physical 
damage, its operation can be ignored. The student of 
human nature must face the limitations that the machine 
places on the mind. 


To-day’s Drugs 


With the help of expert contributors we publish below notes 
on a selection of drugs in common use. 


Phenacetin 

Chemistry.—One of the para-aminophenol derivatives, this 
“coal tar analgesic” is a white odouriless and nearly taste- 
less powder slightly soluble in water (1: 1,310). 


S—NH—CO—CH, 


Pharmacology.—By its action on the thalamus and hypo- 
thalamus it is effective in relieving mild pain. By influencing 
the temperature-regulating centre it has an antipyretic effect. 
It has no action on the cerebral cortex. 

Therapy.—tThe dose of phenacetin is 300 to 600 mg., but 
it is generally prescribed in combination with aspirin and 
other analgesics. It is used to relieve headache, dysmenor- 
thoea, and milder aches and pains, but is ineffective in 
relieving severe visceral pain. 

Toxic Effects——The present interest in this old drug 
centres on the toxic effects—usually after prolonged and 
excessive dosage. Until recently the best-known one was 
methaemoglobinaemia showing as a dusky cyanosis. 
Because of a new manufacturing process phenacetin now 
contains 4-chloranilide as a contaminant, and this may be 
responsible for the cases of renal damage reported in recent 
years... The lesions produced are necrosis of the renal 
papillae and chronic interstitial nephritis. Animal experi- 
ments have failed to produce these lesions possibly because 
dosage was not sufficiently prolonged, but a significant rise 
in the Addis count of red cells and leucocytes in the urine 
has been found in patients taking phenacetin. Another toxic 
effect is anaemia not of renal origin and almost certainly 
due to haemolysis... The mechanism is either an inherited 
enzyme defect or the result of red cells becoming antigens 
when combined with phenacetin and so giving rise to 
autoantibodies. 
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Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Medi:al Aid to Developing Countries 


Sir,—I was indeed glad to read your leading article, 
“Medical Aid to Developing Countries” (August 26, 
p. 572, just arrived), and especially glad that the horrid 
phrase “under-developed countries” has been thus 
dropped. No one, least of all my Ethiopian colleagues, 
denies the lack of development here, but the whole 
emphasis now is not upon the deficit of the past but 
upon the possibilities of the future. There is a 
tremendous upsurge for development as fast as resources 
permit, in this country as in the rest of Africa. As a 
foreigner it is a unique privilege to have even a small 
part in helping to guide this surge forward and more 
than adequate recompense for the difficulties, frustra- 
tions, and hard work involved. 

The United Kingdom has lagged behind other 
countries in coming to the assistance of Ethiopia in this 
crucial period of expansion. The ex-colonial territories 
rightly claim much governmental support, but it is 
precisely in the areas not previously under British rule 
that there is the most need to demonstrate the value 
and achievements of British medicine. 

Medicine in Ethiopia is not British or German or 
Italian or French or American or Yugoslav or Russian 
or Swedish or Indian or Chinese, but is a blend’ng of all 
elements. Nearly twenty years after the re-liberation 
of the country it is only just being realized that we need 
to weld these many influences together and at the same 
time Ethiopianize the product. For, as we cannot argue 
directly from animal experiment to human application, 
so we cannot argue that disease processes in one 
country are the same as in another. Much can be learnt 
by study of disease in a different setting, especially at 
7,000 ft. (2,134 m.) above sea-level. The need for 
experimentation and research in Ethiopia remains 
paramount and must be done on the spot by qualified 
investigators who are able to share and collaborate 
with other workers, both indigenous and foreign. 

It does not take very long for a well-trained practi- 
tioner here to establish a reputation for good sound 
work, purely because there is such a vast need and so 
few who are well qualified to meet this need. My 
colleague from New Zealand, Dr. R. Hamlin, 
M.R.C.O.G., is at the moment operating upon about 
100 vesico-vaginal and recto-vaginal fistulae per year, 
and is the only one doing so on such a scale. My own 
work among the polio and other cripples is, regrettably, 
so far unique in Eth‘opia. Other international colleagues 
are concentrating on public health medicine, pzediatrics, 
tuberculosis, cardiology. In every field of medical 
endeavour there are vast tracts waiting for the pioneer 
to give the lead. British medical practitioners have a 
wonderful opportunity to contribute to this phase of 
medicine in Ethiopia and other developing countries. 
It is imperative, however, that they be well trained with 
a strong mixture of realism and idealism. In the ten 
years since this hospital was established by voluntary 
funds raised in Britain and Ethiopia there has been a 
succession of British personnel some of whom were 
better than others. Those who do come should always 
be such as would add to the lustre of British medicine. 
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No one should be sent out from the United Kingdom 
who was not making a success of work at home. They 
could not be expected to make a success merely by 
changing their habitaf. 

As your leading article rightly points out, it is the 
younger university teachers who are needed here to act 
as consultants and train, on the spot, the newly 
graduated Ethiopian doctors ; and they are needed now. 
Secondment for short periods without loss of seniority 
would undoubtedly help to meet the need. It must be 
emphasized, however, that the hopes of the recipients 
would be that some at least of those seconded would 
be so enthused by the work waiting to be done, and 
the collaboration of international colleagues, that they 
would wish to stay and add continuity to the virtue of 
their work. The major reason why development has 
been so slow in this country since the war is the 
relatively short time most foreign workers have stayed. 
Three-year contracts at best only allow a start to be 
made, and often not even this was accomplished. 

When there is an active core of younger men then 
there will be great advantage in outstanding men, like 
the late Mr. Julian Taylor, retiring early from their 
chairs to give of their lifelong experience and advice 
in the developing countries. No one is too good for 
work in a country which is so desperately pressing 
forward and so anxiously seeking the best advice 
possible. 

Sir Arthur Porritt is to be congratulated on his 
initiative and foresight. We await the outcome of his 
labours with urgent interest, the more especially as we 
already have a vacancy for a consultant physician and 
would wish for other staff expansions.—I am, etc., 


Addis Ababa, B. Oscar Barry, 
Ethiopia. Medical Director, 
Princess Tsehai Memorial Hospital and School. 


Clinical Responsibility ” 

Sir,—Your leading article on “The Salary Crisis at 
Cambridge ” (November 11, p. 1273) fails to emphasize 
sufficiently that this local issue merely exemplifies an 
anomaly of growing invidiousness which now pervades 
the whole medical scene, and is a source of real 
embarrassment to any doctor whose research carries 
him into the company of non-medical scientists as 
deveted as himself to the same cause. 

A great deal of lip-service is paid to the role of 
scientific research in medicine and to the need for 
collaboration between experts in various fields for the 
purpose of advancing medical knowledge. Indeed, 
treatment of individual patients now commonly entails 
close collaboration between physicians, surgeons, 
chemists, physicists, pharmacologists, and others. At 
some arbitrary link in this collaborative chain leading 
to the application of scientific knowledge to diagnosis 
and therapy, the term “clinical responsibility” is 
introduced to justify a substantial distinction in respect 
of remuneration. The absurdity of this state of affairs 
becomes clear in relation to certain types of clinical (?) 
research: if a doctor were to use tissue-cultures of 
tumour cells from individual patients to compare the 
effect of various chemotherapeutic agents, he would be 
deemed to be carrying clinical responsibility ; if, on the 
other hand, he were to use similar tissue-cultures of 
chicken cells to establish that human cells need not be 
used at all, biopsy being thereby avoided, then he is not 
bearing clinical responsibility. ‘In other words, a doctor 
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who leaves the bedside in order to solve a therapeutic 
problem because it is best solved elsewhere must be 
prepared to have his salary cut. 

Whilst these anomalies prevail, authority would 
acquire greater integrity if deliverers of inaugural 
addresses and such-like orations to medical students will 
make it abundantly clear to their audiences that if they 
choose to concern themselves with the more fundamental 
aspects of medical research or if they devote themselves 
to prevention of those diseases which are not reliably 
treatable they must accept a lower salary and will not 
be eligible to receive the considerable “ merit” awards 
that are made routinely to large numbers of their 
colleagues, many of whom have never made an out- 
standing contribution to advance of their subject. Even 
winning the international Nobel Prize for Medicine will 
not confer upon them the kind of “ merit” recognized 
by the National Health Service of their own country. 

The prevailing situation, brought to a head at 
Cambridge, is bedevilling the very process that is being 
so much boosted—the application of scientific advances 
to diagnosis and treatment. If medicine is to claim 
recognition as a scientific discipline, we, as doctors, must 
acknowledge the indivisibility of science: we certainly 
cannot defend a thesis that the application of scientific 
knowledge requires a quite different order of ingenuity, 
skill, and responsibility deserving higher remuneration. 
| am not aware that any similar distinction is made 
between physicists studying fundamental aspects of their 
subject and those studying industrial applications. 

Those who emphasize the onus of clinical respon- 
sibility might at least concede that the weight of burden 
felt is determined more by the cast of personality than 
by the nature of the task that is undertaken. Bus- 
drivers, railway signalmen, and others who happen to 
carry an obvious responsibility for human life can claim 
no exclusiveness for their sensibility. 

The remuneration anomaly as it appears in medicine 
is, of course, but a facet of the more general anomaly : 
the opportunity for high remuneration increases as the 
process of providing for human needs approaches the 
consumer. Increasing specialization and the need for 
ever wider collaboration, joint manifestations of 
scientific advance, demand a re-examination of our ideas 
about “merit” and “responsibility.” | These matters 
cannot be brushed aside as mere “ political” bantering, 
as the developments at Cambridge show.—-I am, etc., 


Radlett, Herts. Haro_p B. Hewitt. 


Economics of Medical Care 


Sir,—In your generous reference to my Hobart Paper, 
“Health Through Choice *' (November 11, p. 1272), you 
say that a lot of my argument for more freedom in medi- 
cine hangs upon my “ belief that there is fundamentally 
no difference between * medical care’ and other goods.” 
May I, with respect, object to the word “ belief,” which 
may unwittingly convey the impression that I reached 
that conclusion by intuition. On pages 19-21 of my 
essay I list reasons usually given for supposing medical 
care to be different from other goods and analyse those 
reasons as dispassionately as I am able. I started with 
the common belief that medical care was “ different” ; 
I end with the reasoned conclusion that it is not. 

You cite with approval Dr. J. R. Seale’s view? that 
“the difference between other commodities and medical 
care and service is that people usually do not wish to 
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consume the latter at all.” But this characteristic is by 
no means unique to medical care. Many people are 
poor travellers, but if they wish to get from A to B 
they must consume transport services. Most people 
would rather not consume tube and bus services during 
rush hours, but they must do so to get to and from 
work. Most women would prefer to avoid the tortures 
of beautification, but they cannot (or feel they cannot) 
if they wish to be beautiful. Washing-up is not 
everybody’s cup of tea and not every housewife goes 
through the daily chores with a song in her heart: 
there is a host of goods and services here whose 
consumption would gladly be dropped if housework 
could somehow be made unnecessary. These are only 
a few out of many examples one could think of. 
This does not in the least mean that most people 
regard medical care as no more important than 
cosmetics and detergents. Health ranks high in our 
scale of personal values, and in my essay I suggest 
that in a free market we would spend more on medical 
care than the Government does on our behalf. But the 
traditional conviction that there is something un‘que 
about medical care continues to provide powerful 
reinforcement for collectivist views in medicine.-—I am, 
etc., 
D. S. LEEs. 


Department of Economics, 
University College of North Staffordshire, 
Keele, Staffordshire. 
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Research and Drug Prices 


Sir,—With regard to Dr. M. E. Lampard’s suggestion 
of a leg-pull (November 4, p. 1225), the question whether 
penicillin research absorbed more expenditure than did 
tetracycline research is of little relevance to to-day’s 


-difference between the costs of these two drugs. Com- 


petition is obviously a powerful spur to price reduction, 
but price reduction can also effect a sharp pull on the 
reins of research expenditure and slow the overall 
progress of therapeutic advancement, since the profit 
made for a company by any one drug must help to offset 
the total research effort—not only that part of it that 
resulted in a successful product. This policy of making 
the strong and fully fledged product support the embryo 
research weakling is vitally necessary for the survival 
of the maternal parent, the pharmaceutical industry, for, 
although undeniably fertile, her combined history of 
stillbirths and deaths in utero far exceeds the numerical 
total of her viable children. The ratio is over 100: 1. 
Perhaps it may be doubted by some that her progeny 
are worth all this effort, but it would be pertinent to 
give them a thorough examination before we recom- 
mend that the mother be sterilized—the inevitable result 
of reducing the earnings of those who support her. 
Recent healthy offspring have, in the last twenty-five 
years, included such valuable additions to the community 
as the whole corticosteroid group of drugs, the tetra- 
cyclines, chloramphenicol, neomycin, and a host of other 
antibiotics. The anticoagulants, the oral diuretic agents, 
and powerful weapons to fight mental disease have 
appeared on the scene, and these drugs are tut repre- 
sentative examples of the many that have greatly 
assisted, if not actually caused, the revolution in human 
therapy which has taken place since the turn of the 
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century. The fact that some 80% of prescriptions 
written to-day are for drugs unheard of before the 
twentieth century is some reflection of the value that has 
been placed on them by practising physicians. 

However, the life expectancy of these apparently 
sturdy creations of pharmaceutical research averages 
but a very few years, for they live according to a ruth- 
less law of survival of the fittest and have a congenital 
predisposition to self-induced destruction at the hands of 
the very siblings whose embryos they nurture by means 
of the profits they earn. Thus, during their short life, 
their earnings must be as high as possible if their parent 
is to continue to produce, and must not reflect merely 
their own intrinsic value to the community but also 
the potential value of future generations—pharma- 
ceutical and human. 

The seriousness of this matter is often overlooked or 
under-estimated by those who see in a price reduction 
only the short-term financial benefit to the National 
Health Service and to the taxpayer. Unfortunately, 
acceptance of the purely monetary gains of to-day may 
mean the simultaneous rejection of to-morrow’s real 
promise that, through an improved understanding of 
disease and its therapy, we shall all enjoy better health 
and a longer span of life. If this promise is indeed 
rejected, we must squarely face the fact that our children 
may accuse us of something a little more serious than 
pulling their legs——I am, etc., 


Copthorne, Sussex. R. G. Jacoms. 


Sirn—Your correspondent Dr. M. E. Lampard 
(November 4, p. 1225) seems to have grouped all 
penicillin products together and implied that they have 
come down tremendously in price, whereas the price of 
tetracycline has been kept high because of research 
costs. Whilst it is true that the cost of penicillin G has 
come down substantially over the past fifteen years or 
sO, it is also true that tetracycline has been reduced in 
price on several occasions. 

The newer penicillins—mainly administered orally— 
are much more expensive than penicillin G, presumably 
because of the intensive and well-directed research to 
which Dr. Lampard refers. In some cases the cost of 
these preparations is higher than that of tetracycline. 
Thus it does seem that a high price for such advances. 
in treatment is tied to research costs. 

Whether the cost of tetracycline, or the new 
penicillins, is artificially high I cannot say, but implica- 
tions that all penicillins are cheap and all tetracyclines 
dear are obviously incorrect.—I am, etc., 


Belfast. Percy G. Harris. 


Economical Use of Nursing Ability 


Sir,—I think it is unfortunate that the only reference 
I can find in the B.M.J. to the very large nursing 
conference held last week at Church House is a brief 
summary (November I1, p. 1299) of the Minister's 
speech on the fourth day. This was outstandingly 
encouraging and perceptive, and so too was the fact that 
on the previous afternoon he had sat through much of 
the conference unannounced and almost unnoticed. 

I happened to attend the conference as a delegate of 
my H.M.C. and found it absorbingly interesting. It 
made me realize that, though doctors often appreciate 
nurses enough to take them as wives, they do not always. 
recognize how valuable nursing time is or how great is. 
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the present shortage. We show little interest in making 
the best use of what we have got. in the past the 
number of junior doctors and senior nurses trailing 
behind a doctor was a fair indication of his standing, 
and even to-day some aspiring consultants seek to inflate 
their ego by increasing the size of their retinue. But 
nurses are too valuable to be used as symbols of status 
or counters in “empire building.” 

Som2 years ago at a London postgraduate course a 
surgeon demonstrated to us needling of a ganglion at 
the wrist. For this operation, which I have often 
performed at my surgery with no help at all, he was 
attended by two doctors, a sisier, and five nurses, and 
used exactly twelve sterile towels. It was silly of them ; 
it would be criminal now: yet the comments at the 
conference left no doubt about the way in which senior 
nurses, and nurses in general, are still thoughtlessly 
demanded or wastefully used by those whom one con- 
sultant described as ‘“ omnipotent chiefs.” It was quite 
clear that if only they had the opportunity matrons 
and nurses could say a great deal to the medical staff 
that could lead to more economical use of nursing 
ability ; while to a doctor it was equally obvious that if 
only junior nurses were allowed to say what was in 
their minds to sisters and matrons a lot more things 
could be put straight. Actually some of the most 
sensible remarks came from the only student nurse at 
the conference, but would she be allowed to say them 
to her matron? I think not. 

So the point of this letter is that there is a serious 
failure of communications between the various ranks 
in the medical and nursing hierarchy. Nurses have to 
Obey doctors’ orders and are inhibited by training and 
tradition from making the constructive criticisms they 
would like to do. The same holds among nurses, and 
between nurses and patients too. It is almost hypo- 
critical of us to complain, as we do at A.R.M.s and 
elsewhere, about beds being closed for lack of nurses 
when a large part of the remedy lies in the profession 
itself. For the main impression I got from this con- 
ference was that the shortage of nurses was possibly 
equal to the number who could be made available if 
consultants and doctors, matrons and nurses, got 
together locally to discuss—without vanity and in a 
friendly and uninhibited way—the best possible use of 
the staff which is available in the locality. But obviously 
the initiative must come from the senior medical staff, 
and there were far too few of these present at the 
conference to impress on the country at large how 
urgent, and yet hopeful, the situation is. A directive 
from the Ministry of Health would probably be strongly 
resented, so can I make a plea that the profession should 
look into the matter on its own? The outcome can 
only be beneficial to everybody .and would help the 
iraining and recruitment of nurses enormously.—I am, 

Winsford, Cheshire. W. N. Leak. 


Vaccination Against Measles 


Sir,—Although, since the introduction of antibiotics, 
measles no longer takes a heavy toll of child life, as 
in the past, none the less it remains a major cause of 
morbidity and ill-health in childhood. A safe and 
simple method of abolishing or mitigating it would be 
of immense benefit. 

From the remarks in your leading article on this 
subject (November 11, p. 1275) it does not seem likely 


that we shall have a fully effective vaccine within the 
near future owing to the dangers of the side-effects 
produced. In these circumstances might it not prove 
profitable to redirect attention to a previous alternative 
method of producing either passive immunity, or (by 
sero-attenuation) active immunity, with convalescent 
serum ? This method, which was introduced in‘o this 
country in 1925,' was the subject of a paper read two 
years later before the Epidemiological Section of the 
Royal Society of Medicine entitled “The Prophylaxis 
of Measles ; with a Suggested Scheme for Dealing with 
Epidemics’? in which the degree of success reported 
amongst the youngest age-groups would appear to 
compare very favourably with that of the recent 
vacc.ne trial which you report in your last issue 
(November 11, pp. 1246 and 1250).—I am, etc., 


W. S. C. COPEMAN. 


REFERENCES 


1 Copeman, W. S. C., J. Hyg., 1925-6, 24, 427. 
? —__ Proc. roy. Soc. Med., 1927, 20, 79. 
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Traumatic Rupture of the Heart 


Sir,—Traumatic ruptures of the heart and of the great 
vessels enter.ng or leaving the heart are much more 
frequent follow:ng road accidents than might be 
gathered from the comments of Dr. W. W. Deacon 
(October 21, p. 1067) or Dr. C. R. Tribe (November 11, 
p. 1289). In our studies of 344 necropsy reports on 
fatal road accidents in and around Birmingham during 
the last 22 months, 26 traumatic ruptures of the heart 
and/or the great intrathoracic vessels were found. 17 
of the casualties died instantly, six within twelve hours 
of their accident, and only three survived longer than 
24 hours. Almost all had other serious injuries. The 
main problem is to seek some means of prevention. 

There appear to be three mechanisms of causation 
which act either alone or in combination: (1) Fractures 
of the thoracic cage with secondary involvement of its 
contents. (2) Gross compression of the thorax without 
fracture. (3) Gross deceleration violence resulting in 
movement of the heart or great vessels relative to other 
structures of the thorax, sometimes followed by contre- 
coup impact. Such movement can tear the great vessels. 
For example, there were eight instances of tears of the 
aorta at or near the junction of the arch with its 
descending part where the latter is tied down by the 
intercostal branches. In two of these the heart also 
was e!ther bruised or lacerated. 

Motor-cyclists were the most frequent victims. 
Injuries to the heart or great vessels occurred in 11 of 
the 66 motor-cyclist necropsies we have studied. In 
seven the speed before the crash was known to be 
excessive, and in the other four it was not recorded. 
Eight of the 11 were healthy young men between 16 
and 23 years of age. Cardiac or major-vessel injury 
occurred in four of 11 fatal motor-cycle accidents on 
roads without speed limits and in seven of 54 fatal 
motor-cycle accidents which occurred in and around the 
city. This supports our impression that speed is an 
important factor, and argues for a maximum speed limit 
on all roads as there is in many parts of the U.S.A. 

The next most frequent group were car-drivers (four) 
and front-seat passengers (two) of a total of seven 
deaths from these injuries in 59 fatal accidents to 
vehicle-occupants. One front-seat passenger was ejected 
out of the car, the other front-seat passenger’s chest 
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Whatever the illness, whether infection, metabolic 
disorder or a condition requiring surgical intervention, 
the patient needs full nutritional support for the 
restoration of health. And this implies more than a good 
mixed diet. Not only must the appetite be stimulated 
but the tissues must respond to the extra demands for 
full physiological activity, and this means supplying 
them with more than the usual intake of vitamins, 
especially of the B complex and ascorbic acid. For these 
purposes the three preparations BEFORTISS, BECOVITE 
and orovite are designed, the elixir being pleasantly 
flavoured and acceptable to patients of all ages. 


full 
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injury was caused by violent impact with the dashboard. 
Retaining harness might have saved both these lives. 
For the car-drivers a combination of retaining harness 
and the safer design of the steering column would have 
mitigated the extent of their intrathoracic injuries. 
Among 37 necropsies on pedal-cyclists, two died from 
these injuries. One carried an unsheathed knife in his 
haversack, and in collision with a car the knife 
punctured his chest. The other, a boy of 11, suffered 
a rupture of the right auricle without fracture of the ribs 
after colliding with a van. 

Pedestrians are the most frequently killed of all city- 
road users. In our study of 178 of their deaths, six 
were due to cardiac injuries or major intrathoracic 
injuries or a combination of both. Five of these 
pedestrians were run over by lorries. There are many 
lorries with a high clearance from the road, and 
pedestrians, particularly children, can be knocked down 
by other road vehicles and thrown under such lorries 
to be run over by their rear wheels. None of these 
injured pedestrians survived for longer than one hour. 
—We are, etc., 

WILLIAM GISSANE. 


Road Injuries Research Group, 
Institute of Accident Surgery, 
Birmingham 15. 


Safety Belts in Cars 


Sir,—Last week-end my wife had the misfortune to 
have a car accident in which, after going over a three- 
feet high bank, she stopped with the car in a field at an 
angle of 60°. To the amazement of everyone, especially 
the local break-down garage owner, police patrolman, 
local police officer, and local general practitioner, both 
my wife and accompanying daughter stepped out of the 
car without even a scratch or bruise. 

I am convinced that their safety was entirely due to 
the fact that they were wearing safety-straps of the lap 
and single diagonal type. 

Can we not bring our influence to bear on the 
Minister of Transport to make the fitting of safety straps 
obligatory ? Surely a simple law making it illegal for 
any car, either new or second-hand, to be sold to the 
public without approved straps would help to reduce 
the appalling road fatality rate. If one can afford to 
buy a car one can afford the comparatively small 
additional cost.—I am, etc., 


Cranfield, W. JoHN STREET. 
Bletchley, Bucks. 


V.D. Examinat‘ons in Prison 


Sir,—It would be interesting to know the incidence of 
V.D. in Holloway amongst those “ star prisoners ” who 
are there for offences other than soliciting. 

The question is prompted by the dismay of one of 
my patients—a middle-aged woman graduate—who 
chose seven days’ prison rather than a fine after 
appearing in a magistrates’ court following a “ Ban the 
H-bomb ” demonstration. The day after being admitted 
to Holloway she was subjected—without option—to a 
full “‘ V.D. clinic ’-type examination, swabs and all. If 
this examination is not obligatory by law on all 
prisoners, it would be kindness to point this out to those 
prisoners who are unlikely to suffer from V.D.—I am, 
etc., 


Letchworth, Herts. Maria LEIGH. 
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Sensory Loss in Poliomyelitis 

Sir,—! have read the paper written by Dr. R. V. 
Walley, of Ham Green Hospital, Bristol (July 1, p. 33), 
about several cases of sensory loss in poliomyelitis. I 
am glad to enlarge this discussion with four more cases 
seen in my service in three years from among a total 
of 500 cases of polio. All four were young adults. The 
level of the transverse myelitis was up to the 9th dorsal 
in two cases, and to the 12th dorsal and first lumbar, 
respectively, in the other two. There was complete 
paraplegia with complete sensory loss and vesical reten- 
tion. In addition there was mild paresis of the upper 
limbs and even (in one case) of the diaphragm. 

The onset was acute. After several days of fever and 
bad general condition the myelitis appeared, preceded 
and accompanied by a sudden pain in the region of the 
upper limit of the transverse section. Recovery was 
good in two cases and moderate in another. The third 
one suffered from urine infection and progressively 
severe cachexia. He died three weeks later. 

Our knowledge of the microanatomic condition of 
such cases is very poor. Dr. Sandifer,’ as mentioned 
by Dr. Walley in his paper, raised the possibility of a 
primitive vascular lesion. This reminds me of the 
“acute infantile hemiplegia ” described by Marie years 
ago, and due, according to the author, to a local cerebral 
vasculitis caused by the polio virus. I think, however, 
that it is difficult to admit bilateral vascular lesions at 
the same level of the spinal cord. Besides, cases of 
virus transverse myelitis are familiar in the literature, 
and I think it is not difficult to suppose several myelitic 
foci, one of them being large enough to involve the whole 
spinal cord at a certain level.—I am, etc., 


Municipal Poliomyelitis Unit, 


Barcelona, Spain. F. CoROMINAS BERET. 


REFERENCE 
1 Sandifer, P. H., Proc. roy. Soc. Med., 1950, 43, 950. 


Poliomyelitis at Hull 


Sir,—It is alarming to read Dr. T. W. Preston’s letter 
(November 4, p. 1224). If it is not statistically signi- 
ficant that only 2 out of 32 children had had a full 
course of injections of Salk vaccine, it is at least 
medically significant. Perhaps his reasoning is incorrect, 
however, since he quotes that of the 32, 11 were aged 
between 5 and 15: this is of no significance in the con- 
text whatever. Moreover, his reasoning has really 
failed him when he suggests that, since 12 children had 
had one or two injections, the policy of vaccination 
during an epidemic might not be sound. It is not known 
from the source he quotes how many of these children 
had had one and how many had had two injections ; 
those who had had two might have had them both many 
months before the epidemic began.—I am, etc., 


London N.W.4. T. C. Dann. 


Anaesthesia for Tracheostomy in Children 


Sir,—I was interested in Drs. E. H. Seward and R. A. 
Fraser’s paper on the above subject (October 14, p. 987) 
and also in a subsequent letter (November 4, p. 1224) 
advocating the use of a basal narcotic to facilitate the 
induction. I am quite sure that the original authors 
would agree with me that it is by no means difficult 
to give an inhalational anaesthetic to these usually 


| 


1432 Nov. 25, 1961 


desperately ill patients; and that the use of a basal 
narcotic would be both unnecessary and an additional 
danger. 

If there is doubt whether an endotracheal tube will 
pass with certainty, a small bronchoscope may be 
passed, and left in situ, to act both as a channel down 
which further anaesthetic may be tendered and as a 
hard object on to which a grateful surgeon may cut. 
—I am, etc., 


Worthing, Sussex. JOHN LOCKETT. 


Sir,—I was very interested in the article by Drs. E. H. 
Seward and R. A. Fraser (October 14, p. 987) advocating 
general anaesthesia for tracheostomy in children. I was 
surpr.sed too, at first, because my experience in the past 
had been exactly the opposite. This surprise evaporated 
on further reading when I saw that their general 
anaesthesia was always preceded by intubation. A few 
remarks on my past experience in this operation, which 
nowadays is not a very common one, may be not 
without some interest. 


In 1920 I was the resident medical officer in a hospital 
for infectious diseases of about 120 beds which was devoted 
exclusively to diphtheria patients. During my time there 
I must have done about 70 or 80 tracheostomies. My 
predecessors in the post had apparently used no anaesthesia 
at all, either general or local. This was not so brutal as 
it sounds, as most of the patients operated on were far 
gone in asphyxia and had already been choked into 
unconsciousness. Nevertheless there were a few who were 
not so bad and who were relatively conscious, and for 
these, at first, I made tentative attempts at general 
anaesthesia with minute amounts of chloroform. The 
outcome, as one might have expected, was alarming. To 
deprive a child who is depending on his voluntary muscles 
for breathing of the power to use these muscles is just to 
sink him deeper into asphyxia. After one or two trials at 
this I gave up and in every case infiltrated all the tissues 
with “novocain” (procaine hydrochloride). 

I had no experience of intubation at the time and I was 
discouraged from attempting it, the prevailing fear being 
that diphtheritic membrane might be pushed further down 
the trachea and produce immediate asphyxia. This, perhaps, 
was not an unreasonable fear, as on opening the trachea, 
even in a very low tracheostomy, it was nothing unusual 
to have diphtheritic membrane blown in one’s face at the 
first explosive expiration of the patient. I never had the 
enviable experience of Dr. Seward’s and Dr. Fraser’s cases 
of operating upon a child asleep and breathing tranquilly 
or v&iere there was no engorgement of the tissues. The 
first incision was invariably followed by an upsurge of 
dark venous blood, and it was here that the drill of the 
procedure as practised then was so important. One nurse 
sat at the head of the table: her sole duty was to hold the 
patient’s head well extended, and she was never to allow 
the patient’s nose to deviate by a hair’s breadth from the 
vertical. The second and most important of the team was 
the matron of the hospital, the trusty stand-by of many 
hundred tracheostomies. It was she who wielded the 
retractors, and on her skill in gathering up the engorged 
tissues as they were cut and preserving the incision exactly 
in the middle line depended the success of the operation. 
The slightest deviation to one side or the other and one 
would find oneself tapping on the bodies of the cervical 
vertebrae. Even with considerable experience I never found 
it easy to come upen a tiny infant’s trachea at one cut. 


I have no idea of the mortality attending my well- 
meant efforts, nor would figures mean anything. If 
the patients came on the table alive they usually left 
it alive, but as laryngeal diphtheria is a severe infection 
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many survived the tracheostomy but ded of the 
diphtheria later. A number of children, mostly very 
young, arrived in the last stages of asphyxia, and it 
was sometimes doubtful if one was dealing with a live 
child or a dead one. Naturally one made all speed to 
open the trachea without wating to find out. The 
welling-up of venous blood at the first incision was 
sometimes not an unwelcome sight. It meant that some 
sort of circuletion was going on and the child was alive. 
A bloodless field was of ominous import. 

The whole thing at th’s distance seems so horrible 
that one can only be glad that this particular operation 
has now taken its proper place among other bygone 
surgical procedures in the limbo of extinct barbarity. 
—I am, etc., 


London W.1. A. J. HAWEs. 


Chronic Bronchitis 


Sir,—I have just read with great interest the 
admirable leading article “Chronic Bronch tis and the 
General Practitioner” (October 14, p. 1004). I write 
this letter merely to add a note on the last paragraph 
concerning the control of useless coughing. It is no 
longer true to state roundly that “no other form of 
antitussive has yet been shown to be better than 
code:ne.” You were kind enough to publ’sh recently! 
work showing that in equivalent dosage by weight 
pipazethate hydrochloride (“selvigon ”) was marginally 
more effective than codeine. In the same article it was 
stated that this new drug was free from s de-effects and 
could be used in much h‘gher doses with correspondingly 
stronger anti‘ussive action. Subsequent work to be 
published elsewhere has amply confirmed these findings 
and lends support to the op:nion that ths new drug, 
which is not expensive, has a specific place in the 
symptomatic treatment of coughing.—I am, etc., 


F. J. PRIME. 


Institute of Diseases of the Chest, 
London S.W.3. 


REFERENCE 
1 Prime, F. J., Brit. med. J., 1961, 1, 1149. 


Isoprenaline and Chymotrypsin 


Sir,—The paper on “Chronic Bronchitis” by Dr. 
P. O. Leggat, Dr. C. Verity, and Mr. D. J. Newell 
(July 8, p. 88) is interesting in that it is one more study 
to indicate that there is no special advan‘age, and in 
fact there are some disadvantages, in the combination 
of isoprenaline and chymotrypsin. The combination 
has been sold commercially with success, but I am afraid 
without satisfactory controlled trials of its therapeutic 
efficacy. May I refer to a short-term trial done in 1959 
at the M.R.C. Pneumoconicsis Unit at Penarth, 
Glamorgan,' in which, on the basis of a controlled, 
double-blind trial, it was shown that an isoprenaline— 
chymotrypsin combination produced no statistically 
significant elevation of the maximum breathing capacity, 
as compared with the dummy, 15 minutes after inhala- 
tion in the finely powdered form, whereas isoprenaline 
alone did, both in comparison with the dummy and the 
combination ?—I am, etc., 


Madras 17, India. K. V. THIRUVENGADAM. 


REFERENCE 
1 Thiruvengadam, K. V., Indian J. chest Dis., 1961, 3, 74. 
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Even today, many women accept morning sickness as an inevitable complica- 
tion of pregnancy. But they will still turn to their doctor for advice and help 


in these early months. 
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chloride is given for central control of the vomiting, and pyridoxine hydro- 
chloride for basic metabolic restoration. 


DOSAGE: 2 tablets at night until the condition is under control. 
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Aspirin for Colds and ’Flu 

S1r,—I should be obliged if any of your readers could 
tell me how aspirin acquired its reputation as a drug of 
value in the treatment of “colds and flu,” and if any 
serious studies have been carried out to test the efficacy 
of the drug in these conditions. In the vague fashion 
of the G.P. I have come to the conclusion that the use 
of aspirin in both of the above conditions prolongs the 
recovery time. When one sees acute coryza or influenza 
in a family of say five persons, it has been my custom 
to give aspirin to alternate patients, and none to the 
others ; the ones to whom I have given aspirin take over 
a week to stop producing an intermittent pyrexia, the 
others generally have no fever after 48 hours. 

Incidentally I notice, too, that the lay public has great 
difficulty in diagnosing the above conditions. What I 
know to be a textbook description of coryza my patients 
call “flu”; what I call vasomotor rhinitis they call “a 
cold,” and what I call influenza, with its sudden onset, 
very high temperature, its oceans of sweat, its harsh dry 
cough provoking pain in the trachea, my patients call 
“very ill” and offer me no other diagnostic label. I 
wonder if these thoughts would be of general interest— 
certainly the things to which they refer occupy a lot of 
one’s time in winter.—I am, etc., 


London S.E.17. JOHN HENDRIE. 


Aspirin Anonymous 

Sir,—Dr. J. Dobbing in his letter (October 14, 
p. 1026) draws attention to the aspirin proprietary 
preparation “ alka-seltzer ” and its dangers in precipitat- 
ing gastric haemorrhage. 

The makers of this preparation have over the last 
few years conducted an intensive advertising campaign 
on the I.T.V. programmes in which they claim that it 
gives relief to stomach disorders. 

From the large numbers of patients who tell me that 
they have taken alka-seltzer and the bottles that are 
seen by the bedside, there is no doubt that the 
advertising campaign has been a great success. 

There is a particular danger attendant upon this drug, 
inasmuch as it undoubtedly through its analgesic effect, 
and with the help of the sodium bicarbonate with which 
it is compounded, gives temporary relief to dyspeptic 
symptoms. In a few hours the relief of pain wears off 
and a further dose is taken and after this another dose, 
and again yet another. It is my belief that this excessive 
advertising may be causing patients to take quite large 
doses of aspirin as a cure for dyspepsia. 

There is a B.M.A. Committee that has already made 
adverse comments to the Independent Television 
Authority on many aspects of unfounded or exaggerated 
claims of advertisers on therapeutic properties of their 
wares. Most of these advertisements are harmless and 
do little more than persuade a gullible public to 
waste their money. When, however, the result of 
advertisement is that the public is persuaded to take a 
drug whose pharmacological action they cannot be 
expected to understand, and which may cause them 
harm, surely some positive action is demanded.—I am, 

Derby. E. C. Dawson. 

*.* A question was asked in Parliament on November 15 
about the labclling of medicines containing aspirin (see 
p. 1441).—Epb., B.M.J. 


Sir,—The letters under this heading from Dr. D. B. 
Davies (September 30, p. 896) and Dr. L. E. Houghton 
(October 21, p. 1089) strike a personal chord. 


Some years ago a close relative who is allergic to 
aspirin developed a severe asthmatic reaction following 
the application of an analgesic ointment which, as 
perusal of the small print revealed, contained salicylates. 
I would echo the plea that such preparations be boldly 
marked, “Contains Aspirin.” 

Last year it appeared probable that this patient would 
Tequire major surgery at short notice. In arranging for 
a supply of blood against the possible need for a trans- 
fusion I informed the blood bank of her sensitivity. 
They attached great importance to this information, and 
as they could not be sure that the donors of any of 
the blood in the bank had not taken aspirin within 48 
hours of giving their blood they promptly sought fresh 
supplies from donors who could give this guarantee. 

Since on the one hand there are a number of people 
who are sensitive to salicylates while on the other these 
compounds are taken widely and casually, might it not 
be a good thing if in regard to blood transfusion 
appropriate inquiries of both donors and prospective 
recipients were to become routine ?—I am, etc., 


London W.1. Denys KELSEY. 


Sir,—Like Dr. D. P. Davies (September 30, p. 896) 
we have recently seen a patient in an attack of asthma. 
severe enough to warrant admission to hospital, which 
came on half an hour after taking “ alka-seltzer.” The 
patient knew that she was allergic to aspirin, which had 
caused severe asthmatic attacks in the past, but she did 
not realize that alka-seltzer contained aspirin. 

We must support Dr. J. Dobbing (October 14, p. 1026) 
in his plea that all preparations containing salicylates 
should say so in terms that the layman can understand. — 
[ am, etc., 

D. E. Hyams. 


Addenbrooke’s Hospital, N.LL ' 


Cambridge 


Dermatitis from Penicillin in Bulked Milk 

Sir,—We were very interested in the case reported by 
Drs. Peter Borrie and John Barrett (November 11, 
p. 1267). They are to be congratulated on finding the 
cause of the trouble in their patient. Of the two cases 
we described,! Case 1 had been investigated in several 
hospitals for six years before the true cause of her 
dermatitis was found, and it is probable that there are 
many patients suffering from this type of dermatitis in 
the country. Since it is now relatively easy to suppress 
this type of rash by systemic corticosteroids, detailed 
investigative procedures are possibly not carried out as 
thoroughly as is desirable. 

We feel very strongly, as we stated in our article, that 
the American ruling prohibiting the sale of milk from 
cattle for seventy-two hours after the last injection of 
penicillin should be adopted in Great Britain. This 
would effectively stop this type of dermatitis and indeed 
may give relief to many as yet undiagnosed cases of 
urticaria. 

Treating milk with penicillinase is of value for 
diagnosis and treating the individual patient, but it is 
impracticable to treat all milk with penicillinase on 
grounds of cost and the fact that penicillinase itself may 
be antigenic. 

Prophylaxis as suggested above is the only rational 
and safe way of dealing with this problem. It would 
be easy to set up the necessary machinery for detecting 
penicillin in milk, and action should be taken against 
producers allowing contaminated milk to get into their 
supplies. Not only is penicillin a potential source of 
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danger but the idea of drinking milk from a recently 
infected udder is not pleasant. 

We would also point out that, although our patient 
reacted must violently to bulked farm milk, she did also 
react to a less extent to the normal bulked supplies.— 


We are, etc., H. R. VICKERS. 
SUZANNE ALEXANDER. 
infirmary, L. BAGRATUNI. 
REFERENCE 
: beg H. R., Bagratuni, L., and Alexander, S., Lancet, 1958, 


Stevens-Johnson Syndrome after 
Sulphamethox ypyridazine 


Sir,—I was interested in the report by Drs. K. E. W. 
Melvin and R. N. Howie (September 30, p. 869) of a 
case of Stevens-Johnson syndrome following sulpha- 
methoxypyridazine treatment. In April this year I 
prescribed this sulphonamide in the dosage of 250 mg. 
daily for a 4-year-old boy. He was suffering from a 
chronic purulent post-nasal drip. After 16 days of this 
therapy he became severely ill with Stevens-Johnson 
syndrome. He was treated with steroids and antibiotics 
and made a gradual recovery.—I am, etc., 


Capetown, South Africa. SEYMOUR Duss. 


Acute Myxoedema 


Sir,—It would be interesting to know if any of the 
cases reported by Drs. W. Hausmann and A. J. Karlish 
(October 21, p. 1063) had received thalidomide prior to 
the onset of the myxoedema. 

In 1959 | had the surprising experience of seeing just 
such a case in a female patient, aged 63, whom I saw 
in her usual rather nervous state on October 10, and I 
decided to give her thalidomide, 100 mg. nightly. On 
October 30 she was much less nervous, and on 
November 27 she had no complaints except for slight 
constipation. On December 28 | was summoned to see 
her and to my great astonishment she was suffering 
from pronounced myxoedema. Since I had seen her in 
October she had developed nausea and was very 
constipated. Swelling of the face had been present for 
about three weeks, coming on gradually at first, 
worsening as the day proceeded, and never completely 
disappearing. For about the same period she had been 
affected by dizziness, stupidity, and staggering in the 
street. giving the impression to others that she was under 
the influence of drink or drug. She tended to forget 
what she was saying : her immediate memory was poor, 
but her long-term memory was normal. Her appetite 
was good—better than usual, despite the nausea. She 
had been taking one 100-mg. thalidomide tablet 
uncrushed at 8 p.m., but did not fall asleep until 4 a.m. 

1 withdrew the thalidomide forthwith, noting that the 
correct number remained unused. The following day 
I carried out investigations at the Family Doctor Centre, 
and found her much steadier on her feet and able to 
stand with her eyes closed, although later she staggered 
when walking. Her speech and memory had improved. 
Blood-pressure was 216/104. Hb 92%: R.B.C. 4.7 
million/e.mm.; W.B.C.  4,000/c.mm., differential 
count normal. Urine analysis normal. Blood 
cholesterol 370 mg./100 ml. Blood urea nitrogen 18 
mg./100 ml. Chest x-ray negative. 

The myxoedema was quickly brought under control 
with thyroid on which she remains in good health. 
Blood cholesterol fell to 230 mg./100 ml. by February 


29, 1960. Radio-iodine tests in February and March, 
1960, showed complete block of uptake, but this could 
be the result of her thyroid dosage.—I am, etc., 


Edinburgh 7. I. R. W. ALEXANDER. 


Firework Accidents 


Sir,—I was both appalled and interested by Mr. 
Douglas Jackson’s article on “ Injuries from Fireworks ” 
(November 4, p. 1184). 

It may interest your readers in the United Kingdom 
to know that in the Republic of Ireland it is illegal to 
manufacture, to import, to offer for sale, to sell, to 
purchase, or to discharge fireworks of any kind. This 
piece of legislation makes it easy for police and public 
alike to control the very occasional instances when the 
law is broken. It is possible under the law to use fire- 
works under licence. Such licences are granted only in 
respect of those types of fireworks which are used to 
safeguard human life at sea and on the coast. Apart 
from these latter fireworks, all others are illegal and no 
licence may be issued in respect of fireworks which some 
people seem to regard as “ fun.” 

The only way to stop the use of fireworks is to stop 
their manufacture, and stop the importation of them by 
proclaiming fireworks a contraband.—I am, etc., 

Sandyford, DESMOND M. LEAHY. 

Co. Dublin. 


Antitetanus Immunization 


Sir,—Professor William Gissane (October 14, p. 1020) 
has dramatically presented the problem of tetanus 
prophylaxis. His solution, as subsequent writers have 
stated, although attractive in theory does not appear to 
be possible in practice. 

The problem can be solved by the general use of 
tetanus toxoid whenever a patient is treated for a breach 
of epithelium. Antitetanus serum is reserved for the 
treatment of tetanus. I realize that this policy would 
not protect an unimmunized patient against the risk of 
tetanus from the presenting injury. Is this risk any 
greater than that of anaphylactic shock, serum sickness, 
or the possible failure of protection because of rapid 
elimination of serum to which we subject the patient 
at present ? For reasons which I stated in my previous 
letter (October 14, p. 1021) the medical profession is 
biased towards the use of serum and we are therefore 
unable to assess these risks impartially. 

I have found that in this area a fifth of the population 
have been actively immunized against tetanus.! This 
figure is increasing with the use ef combined antigens 
for infant immunization and would be rapidly boosted 
by the suggested policy. It would not be long before 
the whole population would be actively immunized and 
the problem would be solved. Record cards of tetanus 
immunization would no longer be essential.—I am, etc., 


Fulham Hospital, 
W.6 


London W.6. G. E. FUuLForpb. 


REFERENCE 
1 Fulford, G. E., Lancet, 1960, 1, 1121. 


Sir,—Periodically the question of the use of anti- 
tetanus serum prophylactically in casualty departments 
flares up (October 14, pp. 1020-21). I have for a long 
time advocated that antitetanus serum (A.T.S.) should 
be actively banned from casualty departments and only 
tetanus toxoid be used, irrespective of whether the 
patient has ever had active immunization or not. The 
patient is then instructed to return for the second 
injection in two to four weeks’ time. 
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ADVERTISEMENT 


CRYSTAPEN Injection 


Trade Mark 


The penicillin with a tradition 


Crystapen is no new and virtually untried antibiotic—it’s a product that 
has proven itself through and through during years of daily use in 
hospitals, clinics and doctors’ surgeries the world over. Crystapen is the 
soluble form of penicillin—sodium penicillin. It dissolves readily when 
sterile water is added, giving a clear, pure solution. Solutions can be kept 
for 24 hours at room temperature or seven days if refrigerated. 

Crystapen gives a high destructive level of penicillin in the blood and 
produces a swift clinical response. It is essential whenever a considerable 
overspill of penicillin from blood to tissues is required—that is whenever 
infections are acute, not readily susceptible or in less accessible areas. 
A single large daily dose has been shown by long experience to be the most 
effective and least expensive. 

Its speed of action, certainty and safety (as well as outstanding economy) 
make Crystapen the logical first choice for treating most bacterial 


infections. 


PACKS AND POTENCIES 


100.000 units Box of 10 

200,000 units Box of 10 

50C 000 units Box of 10 

1 mega unit Box of 10 

2 mega units Box of 10 
Bottles 5 and 10 mega units (buffered) 


bal GLAXO LABORATORIES LIMITED 
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stop that cough with 


‘VALLEDRINE’ cough linctus 


trade mark brand 


for the relief of refractory coughs 


particularly useful 

when sleep is disturbed by a persistent cough 
for post-influenzal cough 

for coughs associated with bronchospasm 

for spasm of whooping-cough 


Each 3-6 ml. (teaspoonful) contains 


Trimeprazine tartrate .... 2:5 mg. 
central sedative, local analgesic 

Pholcodine (as citrate) Seas, 4 mg. 
antitussive 

Ephedrine Hydrochlorile BP 7-5 mg. 


bronchodilator, mild stimulant 


‘Valledrine’ cough linctus is presented in 4 fl. oz. bottles 


An M&B brand Medical Product 
{ 
MA869! 


Manufactured by 


MAY & BAKER LTD 


Distributors 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 
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The dangers of A.T.S. are well known, not only the 
immediate danger of anaphylaxis but also the possibility 
of delayed serum reaction and _ sensitization to 
subsequent horse-serum injections. The virtues of 
A.T.S. have never been adequately proved and there is 
still doubt whether it influences the course of tetanus 
once clinical symptoms have begun. If casualty officers 
and G.P.s feel bound to give “something” after an 
injury, let it be the safer tetanus toxoid. A good case 
can be made for its use even in court.—I am, etc., 


Pincus CATZEL. 


Megaloblastic Anaemia and Anticonvulsants 


Sir,—In the medical memorandum by Drs. A. Doig 
and J. B. Stanton (October 14, p. 998) the statement is 
made that in Great Britain megaloblastic anaemia has 
not been reported complicating anticonvulsant therapy 
in children, and this has prompted me to put on record 
details of a child who has, in fact, been treated for this 
complaint. 


B. B. has been under my care for epilepsy since the age of 
16 months and is now aged almost 11. Her birth. milestones 
of development, and general progress were satisfactory until 
the age of 2, when she had a convulsion associated with an 
upper-respiratory infection. At the age of 24+ her haemo- 
globin was only 48%, associated with a very low colour 
index, but with iron therapy this rose to 75% at the age of 3. 
Up to this time she had received no regular anticonvulsant 
therapy, but phenobarbitone was started because of a run 
of convulsions associated with febrile upper respiratory 
infections. This drug was continued for about a year. during 
which time she was completely free from fits and the treat- 
ment was then allowed to lapse. She attended regularly until 
the age of 64, when she was discharged, but she returned 
aged 8 because of recurrent attacks of loss of consciousness, 
and an E.E.G. at the time supported the diagnosis of 
idiopathic epilepsy. Phenobarbitone was re-started, but the 
attacks continued, often associated with stomatitis, and her 
teeth were very carious. After the phenobarbitone had been 
given for about a year she was noticed to be pale and the 
haemoglobin was 65%, so iron therapy was given again and 
this elevated it to 92%. Because of continuing attacks, 
primidone was started at about her ninth birthday, 
commencing with 125 mg. t.d.s. but reducing this to b.d. 
because she became “ unmanageable.” One year later she 
was again noticed to be pale and the haemoglobin at this 
time was 49%, which was again thought to be due to iron 
deficiency, and she was treated with “ ferrivenin” (saccha- 
rated iron oxide), but this only raised the haemoglobin to 
58%. Further investigations were therefore instituted. 

The serum iron level was 68 g. per 100 ml. Dr. H. M. 
Myatt reported: Film—red cells, marked anisocytosis, 
moderate poikilocytosis, few polychromatic and _ stippled 
cells. Few red cells contain Howell—Jolly bodies and few 
intermediate megaloblasts are seen. Many red cells still 
show hypochromia. White cells, normal number and 
distribution. However, more than half of neutrophils are 
hypersegmented macropolycytes. Platelets appear normal. 
Dimorphic anaemia with megaloblastic element dominating 
in this picture. 


Folic acid 100 mg. daily was commenced, and six days 
later there was a reticulocytosis of 21%. The dose was 
reduced to 20 mg. daily and the haemoglobin continued 
to rise, reaching the figure of 98% four months after 
folic acid had been given. The primidone was stopped 
when the diagnosis of megaloblastic anaemia was made, 
but she has continued to take the phenobarbitone.—I 
am, etc., 


North Middlesex Hospital, 
London N.18. 


TAN G. WICKES. 


Neuropathy after Thalidomide (‘ Distaval 


Sir,—There have been several references in recent 
correspondence in your columns on the subject of 
thalidomide (“distaval”) neuropathy to the alleged 
misleading nature of certain distaval advertisements. 
One criticism has already been answered in a letter 
from Dr. Denis Burley (November 11, p. 1286). Two 
references have been made to the advertisement which 
appeared in your issue of November 4, which draws 
attention to the safety of distaval in relation to the 
dangers from accidental overdosage. It is surprising 
and disturbing that this advertisement should have been 
so misunderstood, because both the illustration and the 
text were deliberately and, I thought. obviously designed 
to draw attention to this point. I think it unreasonable 
that any reader of this advertisement should conclude 
from our claim of safety in this most important sense 
that we imp'y complete safety from any risk of chronic 
toxicity resulting from prolonged administration. 

Since August, 1960, we have referred in all the com- 
mercial literature, which provides fuller information 
about distaval, to the risk of peripheral neuritis in some 
patients on long-term treatment, and this was reinforced 
by a warning in a letter from our medical department 
to the B.M.J. which was published on January 14, 1961 
(p. 130). It is clear that in spite of our efforts we have 
not succeeded in making all doctors aware of the 
position. I would like to stress that we have never 
sought to conceal information of this type. With this 
end in view we are giving the greatest possible 
prominence to this one aspect in our advertisement 
(pp. 12 and 13) in the current issue of your journal, thus 
we hope leaving no doubt in the mind of even the most 
casual reader.—I am, etc., 

London S.W.19. D. J. Hayman, 


Managing Director, | 
The Distillers Company (Biochemicals) Ltd. 


Salary Crisis at Cambriege 


S1rR,—May I draw attention to a material error in your 
recent leading article (November II, p. 1273) on the 
salary crisis at Cambridge ? The vote in the Regent 
House last February in favour of Recommendation I— 
that is, against clinical differentials in University stipends 
—was in fact not 400, as stated, but 504 against 296.' ?-— 
I am, etc., 


Gonville and Caius College, 
Cambridge 


C. B. GooDHaRT. 


REFERENCES 
‘1 Cambridge University Reporter, February 8, 1961, Vol. XCl, 


p. 946. 
? Ibid., November 1, 1961, Vol. XCII, p. 374. 


Early Diagnosis of Glaucoma 


S1r,-—In your excellent leading article on “ Causes of 
Glaucoma” (October 21, p. 1074) you have rightly 
emphasized the point of early diagnosis. But accurate 
assessment of outflow by means of tonography is not 
possible in all eye clinics. The emphasis should be on 
gonioscopy and careful charting of visual fields (by 
means of coloured targets, reduced illumination, etc.). 
I strongly support the idea of tonometry by general 
practitioners and would also like to remind the opticians 
of the importance of the visual field. An affected field 
with 6/6 visual acuity can be very much misleading. 
—I am, etc., 


Eye Infirmary, D. K. Ray. 
Greenock, Renfrewshire. 
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Peptic Oesophagitis 

Sir—In your annotation “Peptic Ocesophagitis ” 
(October 28, p. 1138) you indicate that this condition 
is commonly not a primary disease but a complication. 
Heartburn is commonly the presenting symptom both 
in hiatus hernia and in appendix dyspepsia. I have 
described the differential diagnosis between the two 
conditions in a recent letter to the Lancet (May 27, 
p. 1174). I have also a paper awaiting publication in 
the British Journal of Surgery setting out the clinical 
picture of “ Appendix Dyspepsia ” at length.—I am. etc., 

Hastings. A. KERR. 


Advertising and Alcohol 


Sir,—I would like to give my wholehearted support 
to the sentiments expressed in Dr. A. Spencer Paterson’s 
letter entitled Free Beer (November 11, p. 1293). In 
addition to the circular to which he refers I have recently 
received an offer of brandy. This was accompanied by 
a booklet about its production and medical uses. In 
the text I was interested to read, “It seems to be the 
consensus of medical opinion in England that brandy 
is the most efficacious of all remedies for influenza.” 
There was, however. no mention of forms E.C.10 ! 

But if medical opinion on alcohol is not to be mis- 
represented some attempt will require to be made to 
put our own house in order. I saw little evidence that 
my annoyance was shared when, some two years 
ago, I received from Headquarters a neat little card, 
emblazoned with the coat of arms of B.M.A., offering, 
on down payment of 5s., to supply me with regular 
information about all kinds of alcoholic beverages and 
to supply these at a considerably reduced price. As a 
Branch secretary I had no hesitation in refusing to 
circulate those cards. though it was the avowed intention 
of Headquarters that one should go to each member. 
I have never regarded it as part of my duties that [ 
should encourage the advertisement and sale of alcoholic 
drink.—I am, etc., 


Perth. JAMES SIMPSON. 


Aversion Treatment for Alcoholism 


Sir,—After a very long run, has the time now come 
when the use of disulfiram (‘ antabuse “) as a treatment 
for alcoholism should be abandoned ? In ten years’ 
experience of using the drug as part of treatment for 
alcoholics I have never yet come across one instance 
where it seems to have had any genuine part whatsoever 
in helping the patient ; although giving something must, 
no doubt, at times reassure the physician. If patients 
wish to drink they pretty consistently either drink on 
top of the antabuse. or simply omit to take the tablets. 

One of the more alarming aspects of this therapy is 
that one has frequently come across patients who do 
not appreciate the possible fatal consequences of drink- 
ing not long after taking the tablets (this despite the 
warnings they have, no doubt, had).' This risk alone 
would seem to warrant urgent reconsideration of this 
treatment, unless really convincing statistics can be 
produced of its therapeutic utility, despite the pleasing 
conditioning theories associated with it. At the present 
time the approach based on psychological treatment 
not involving drugs still seems to be the keystone of 
therapy.—I am, etc., 


Severalls Hospital, 
Colchester, Essex. 


H. Jacoss. 


REFERENCE 
? Jacobsen, E., Quart. J. Stud. Alcohol., 1952, 13, 16. 
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Carpal-tunnel Syndrome 

Sir,—With reference to the letter from Drs. S. P. 
Meadows, D. H. Mackenzie, and W. van't Hoff 
(November I1, p. 1293), we have also had two cases 
recently in this department in which median-nerve com- 
pression was associated with myelomatosis. In one of 
these, who came to necropsy, there was heavy infiltra- 
tion of the transverse carpal ligaments at the wrists with 
amyloid. In both these cases the syndrome occurred 
bilaterally. 

It seems that the peculiar distribution of amyloid 
infiltration that occurs in association with myelomatosis 
is responsible in these cases. Carpal-tunnel compression 
occurs quite often in rheumatoid arthritis, yet we have 
not seen it in those of our rheumatoid cases complicated 
by amyloidosis.—We are, etc., 

W. G. WENLEY. 


Department of Physical Medicine, 
R. M. Mason. 


The London Hospital, E.1. 


Nuclear War 


Sm,—Letters continue to appear in the B.M.J. in 
support of the Dunbartonshire doctors’ protest against 
nuclear weapons (October 7, p. 964). A _ protest is 
right but alone it is unlikely to have any effect. I 
would welcome suggestions from colleagues on what 
practical action the profession should take in this the 
greatest threat to public health in history.—I am, etc., 


Hammersmith Hospital, 


London W.12. MALCOLM SEGALL. 


Christmas Gifts Fund 


Sir,—I should like to remind your readers who have 
not yet responded to the President's appeal (October 
14, p. 1020) that it is our custom to distribute the gifts 
some days before Christmas. I hope all who can will 
send their contributions marked “ Christmas Gifts” to 
the Royal Medical Benevolent Fund, 37 St. George’s 
Road, Wimbledon, London S.W.19, as soon as possible. 
—I am, etc., 

GEOFFREY H. BATEMAN, 


Honorary Treasurer, 
Royal Medical Benevolent Fund. 


POINTS FROM LETTERS 


The Wrong Patient 


Mr. H. H. LAvett (Industrial Colours Ltd., Walham 
House, Walham Grove, London S.W.6) writes: I was very 
interested to read in your medico-legal section (October 28, 
p- 1157) that to avoid erroneous operations it has been 
recommended to use an indelible skin pencil to mark the 
skin as a guide to the operation to be performed. It may, 
therefore, perhaps be of interest to your readers to learn 
of a product developed initially for St. Thomas’s Hospital, 
London S.E.1, of an invisible marking fluid for human 
skin, rendered visible under an ultra-violet lamp. This fluid 
was formulated to stay on the skin for a matter of weeks 
although it is capable of being removed by the solvents 
normally used for removing nail varnish, or by ether, 
benzene, etc. It is composed of materials that are not 
irritating to the skin and can be applied conveniently either 
by brush or a “ flowmaster” pen. : 


Shush ! 

Dr. AUGUSTA BONNARD (London N.W.8) writes: It would 
seem that my rejoinder letter (September 30. p. 899) to Dr. 
D. Brennig James (September 16, p. 770) re the shushing 
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of babies has evoked a very special response from Dr. 
Louis A. Nichols (October 28, p. 1153). . . . Of course, 
had Freud been alive. he would have advised me strongly 
against going into print in order to refute, no matter how 
justifiably, almost any kind of erroneous or misleading 
statements such as are made in regard to psychoanalysis. 
One is told that he held the view that those who are actively 
impelled into the misunderstanding of his publishéd work 
will only be driven to strengthen their misconceptions in 
order to sustain these in the face of unwelcome facts or 
logical reasoning. If one doubts Freud’s wisdom. one has 
only to see the remarkable transformation of my letter 
which has taken place in Dr. Nichols’s imagination, and 
thence into the correspondence columns of the B.MJ. One 
part of my letter gave the rationale of my success in enabling 
a certain, overstimulated. screeching baby to fall, instant- 
aneously, asleep. as soon as | afforded it the opportunity. 
Briefly. I now find that not only can my reasoning and my 
described actions be further “invented.” but so can the 
baby in question. For example, I did not say that it 
“passes into a frightening trance-like state resembling 
death.” but that it merely fell fast asleep. Nor did I 
“invert” that baby in any respect, whether physical or 
psychical. As I was (all) there at the time, I wrapped it 
around and laid and left it horizontal, in its pram, this 
being a customary position for comfort. including sleep. 
Nevertheless, it seems that thereby I “ performed what is 
erroneously described as ‘animal hypnotism’” and that I 
““change(d) the mother figure.” as well as committing a 
“ paternal induction with passes and pressure associated with 
Mesmer.” So that is what ordinary. quiet. commonsense 
procedures can turn out to-be. In consequence, these suggest 
to Dr. Nichols that I “ unconsciously recommend(ed) the 
return to the use of hypnotism.” Who else would have 
thought so ? 


Dr. ROMAN MosaiLNick1 (Moshi, Tanganyika) writes: 1 
have read with interest the letter of Dr. D. B. James about 
“Shush ! ” (September 16, p. 770). May I be permitted to 
remind you that practically all animals in Africa, all 
antelopes, zebras, rhinos, use as warning signal a “ shush.” 
Could this possibly help to provide.some light for the 
explanation of the influence of shushing on children ? 


Radioactive Fall-out and Milk 


Dr. A. Fry (London S.E.25) writes: There has been 
recently a great scare about the radioactive fall-out which 
may affect the milk by increasing its iodine-131 and 
strontium-90 contents. This would be serious for artificially 
fed children in the first year of their life. The dangers of 
radioactive fall-out are not only confined to bomb 
explosions. They may also result from accidents in atomic 
power stations, atomic submarines or ships, which are 
gradually increasing in numbers. In a recent accident in 
the Windscale atomic power station a _ considerable 
surrounding area was contaminated with radioactive 
material. It would be prudent, therefore, if a serious 
campaign is launched to encourage more breast-feeding so 
as to minimize any possible danger to young infants. 


The Young Pretender 


Dr. James WiLLocks (The Glasgow Royal Maternity 
Hospital) writes: Although milk was certainly not the 
favourite beverage of the Young Pretender, it is unlikely 
that he acquired an allergy to cows’ milk protein in early 
infancy, as suggested by Dr. P. J. E. Wilson (November 4, 
p. 1226). Prince Charles Edward Louis John Casimir 
Silvester Maria Stuart was born at Rome on December 30, 
1720, after a labour lasting nearly two days. He was a 
healthy, beautiful, and vigorous child. It is unlikely that 
he was either breast-fed by his mother or artificially fed on 
cows’ milk. Most probably he was reared by the practice 
of wet nursing, then almost universal among the upper 
classes throughout Europe. 


Obituary 


Sir WILLIAM FLETCHER SHAW, M.D., LL.D. 
F.R.C.P., F.R.C.0.G., M.M.S.A., 


Sir William Fletcher Shaw, emeritus professor of 
obstetrics and gynaecology at the University of 
Manchester, died after a short illness on November 14, 
aged 83. One of the leading obstetricians and gynae- 
cologists of his generation, he was a prime mover in the 
foundation of the Royal College of Obstetricians and 
Gynaecologists. 


William Fletcher Shaw was born in Manchester on 
April 13, 1878. Educated at Manchester Grammar School 
and Owens Col- 
lege, he graduated : 
M.B., Ch.B. from 
the Victoria Uni- 
versity of Man- 
chester in 1903. 
He had the unique 
experience of 
travelling down to 
the university in a 
horse-drawn tram 
to hear the result 
of his final exami- 
nation and the fol- 
lowing day made 
the same journey 
to receive his 
degree in one pro- 
pelled by electri- 
city. After holding 
resident posts at 
the Manchester 
Royal Infirmary he became resident surgical officer at St. 
Mary’s Hospital for Women and Children, Manchester, 
where he played an important part in establishing the 
pathological laboratory. He proceeded M.D. (with gold 
medal) in 1906: his thesis was on chronic metritis, and he 
was thus early set on the road to fame in obstetrics and 
gynaecology. He was elected to the honorary staff of 
St. Mary’s Hospital in 1912 and later became honorary 
gynaecologist to the Manchester Royal Infirmary and 
professor of obstetrics and gynaecology in the University. 
He published many papers, particularly on the subject of 
uterine prolapse, and was a member of many professional 
societies at home and in the Dominions. 

Sir William Fletcher Shaw will live in the history of his 
specialty for his work in connexion with the foundation 
of the Royal College of Obstetricians and Gynaecologists. 
It was he who first conceived the idea and in 1924 discussed 
it with Blair-Bell. It was further discussed unofficially at a 
meeting of the Gynaecological Visiting Society, when it was 
decided to set up a committee, with Shaw as secretary, to 
enlist the support of as many obstetricans and gynaecologists 
as possible. The hard work and tact that he brought to 
bear on this resulted in the foundation of the College in 
1929, with Shaw as its first honorary secretary and one of 
its Foundation Fellows. Nine years later he was elected 
to the Presidency of the College, and he held this office 
until 1943, when he received the honour of Knighthood. 
He described the foundation of the College in his Lloyd 
Roberts lecture (1950) and in his book Twenty-five Years: 
The Story of the Royal College of Obstetricians and 
Gynaecologists, 1929-1954. He was admitted to the 
Honorary Fellowship of the College at a special ceremony 
in 1948. 

His work was widely recognized. He became an Honorary 
Fellow of the Americar College of Surgeons in 1936 and a 
Fellow of the Royal College of Physicians in 1939. In 1947 
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the Society of Apothecaries conferred on him its Mastership 
of Midwifery, honoris causa, and in the following year 
Queen’s University, Belfast, conferred on him the honorary 
degree of LL.D. He retired from his chair in 1943 and with 
the advent of the National Health Service was appointed 
consultant adviser in gynaecology to the North-West Region. 
During his long career he held numerous important appoint- 
ments and offices. He was a past-president of the North 
of England Obstetrical and Gynaecological Society and of 
the Section of Obstetrics and Gynaecology of the Royal 
Society of Medicine. At one time a member of the Council 
of the B.M.A., he served on the Medical Planning Com- 
mission and was president of the Section of Obstetrics and 
Gynaecology at the Annual Meeting in 1929. A former 
chairman of the Convocation of Manchester University, he 
was an examiner in his specialty for the Universities of 
Liverpool, Leeds, Wales, Edinburgh, and Cambridge. 

Sir William Fletcher Shaw was always greatly respected 
and liked. In his youth he was president of the Students’ 
Union at Manchester and of their debating society. At that 
time he wore a fine black moustache of what would now- 
adays be called the handlebar variety, and it was not 
surprising that he was affectionately known as “ Hairy Bill.” 
As he matured he acquired a courtly and gracious manner 
and was a gentleman in the very best sense of the word. 
There were times when he had devastating lapses of memory 
for faces, but this was part of his distinctive character. It 
was a measure of his colleagues’ respect for him that he 
was invited to be president of the Manchester Medical 
Society for a second period in 1951-2, in the year after the 
Society’s reorganization. He was an excellent host and had 
a fund of stories, notably about Lloyd Roberts. 

Sir William Fletcher Shaw was twice married. His first 
wife died in 1934 and his second wife in 1947. By his first 
marriage he had three sons. His eldest son, Mr. D. A. 
Fletcher Shaw, entered the same specialty as his father and 
is a consultant in Stockport. His second son, William, was 
killed in Normandy in 1944 and is commemorated at the 
Royal College of Obstetricians and Gynaecologists by the 
William Meredith Fletcher Shaw lecture. 


We are indebted to Sir ANDREW CLAYE for the following 
appreciation: The passing of William Fletcher Shaw closes 
an era for the Royal College of Obstetricians and Gynaeco- 
logists, an era in which he was always playing his part, 
whether as planner, executive, historian, or elder statesman. 
It was in his mind that the idea of a College for those who 
practise our specialty first took shape. It was passed on 
in 1924 to Blair-Bell and later to other members of the 
Gynaecological Visiting Society, and after many difficulties 
had been met and overcome the College was founded in 
September, 1929, with Blair-Bell as the first President and 
Fletcher Shaw as the first Honorary Secretary. No one 
was more concerned in the preliminary work than the 
Secretary. Blair-Bell was a man about whom it was 
impossible to feel indifferent ; he was either loved or hated, 
It was a great tribute to Fletcher Shaw’s discretion that he 
was able to work with Blair-Bell for eight years with never 
a sharp word and, as he himself wrote, * in an ideal partner- 
ship.” He must have spent a great deal of time, energy, 
and tact in conciliating the opposition, which was always 
there and often vocal. 

In 1938 Fletcher Shaw’s untiring efforts for the College 
were rewarded by his being unanimously elected President. 
The long-term plans of the College were largely held up 
because of the urgent necessity for preparing for the 
possibility of war. With its President it had some say in 
the organization of the obstetric and gynaecological services 
in the Army, Navy, and Emergency Medical Service. 
Fletcher Shaw was knighted in 1942, the first President to 
receive this honour during his Presidency. By a special 
resolution of Council his term of office was prolonged to 
five years. After this he proved a powerful ambassador 
for the College in his visits to Australia, Canada, New 
Zealand, and South Africa, where he made many friends. 
Not the least of his achievements was the writing, at short 


notice, of a history of the College for its silver jubilee in 
1954. In 1958 the Council Club at its dinner celebrated his 
80th birthday. On that occasion I quoted his statement that 
the College ‘“‘ was the dream of a young man who had had 
several years of intensive clinical training, but who recog- 
nized the value of higher examinations and desired those 
examinations to be devised so that the preparation for them 
would improve the candidate’s knowledge of the subject he 
had chosen for his life’s work.” I repeat now what I said 
then: “It has been given to Sir William, as it is given to 
few of us, not merely to have the dream, but to see it 
come true, as the result of no single person’s efforts greater 
than his own.” 

He never lost his keen interest in College affairs. He had 
doubt at first about the wisdom of moving to Regent’s Park, 
but by the time of the opening ceremony in July, 1960, he 
was converted. The College has shown its appreciation for 
the magnificent work of its first President, Blair-Bell, and its 
first Honorary Secretary, Fletcher Shaw, by putting up a 
plaque to them in the entrance hall of the new building. 


A. C. WHITE KNOX, C.B.E., M.C., M.B., Ch.B. 


Major A. C. White Knox, who practised in South-east 
London for many years, and was until recently Surgeon- 
in-Chief of the St. John Ambulance Brigade and 
Principal Medical Officer of the St. John Ambulance 
Association, died at King’s College Hospital on 
November 13, aged 72. 


Alexander Campbell White Knox was born at Auchnagatt, 
Aberdeenshire, on January 2, 1889, and educated at Robert 
College 
and Aberdeen Uni- 
versity, graduating 
M.B., Ch.B._ in 
1913. After post- 
graduate study in 
Edinburgh, on the 
Continent, and in 
the United States 
he went into 
general practice 
first in Burnley, 
Lancashire, and 
then in Denmark 
Hill, London. 
During the first 
world war he 
served in the 
R.A.M.C, and was 
awarded the Mili- 
tary Cross and bar. 

For more than 
fifty years he 
devoted much of his time to the first-aid movement. Even 
before he qualified as a doctor he worked for the St. 
Andrew’s Ambulance Association in Aberdeen, and after 
coming to London he became closely concerned with the 
work of the St. John Ambulance Association, of which he 
was Principal Medical Officer. In 1951 he was appointed 
Surgeon-in-Chief of the St. John Ambulance Brigade. He 
was responsible, with others, for the publication of many 
books on first aid, including the joint textbook of the Order 
of St. John, the St. Andrew’s Ambulance Association, and 
the British Red Cross Society. He also found time to serve 
as chief medical officer of the City of London Special 
Constabulary. At the beginning of the second world war 
Major White Knox instructed King George VI and the 
present Queen Mother in first aid at Buckingham Palace. 
A Knight of the Order of St. John, he was appointed O.B.E. 
in 1947 and promoted C.B.E. this year. In 1956, in 
celebration of his 50 years of service with the St. John 
Ambulance Brigade, Major White Knox was presented with 
his portrait painted by Miss Anna Zinkeisen (part of which 
is reproduced here), 
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Major White Knox leaves a widow and a daughter, Mrs. 
M. Bootham, who is county superintendent of the St. John 
Ambulance Brigade for Buckinghamshire. 


Dr. M. M. Scott writes: Sandy White Knox was one of 
the outstanding names in the world of first aid, and his 
influence both on the St. John Ambulance Association and 
Brigade, of which he was medical head, was unique and 
far-reaching. Outwardly he presented the appearance of 
a jovial but sober and reliable chief who could be depended 
upon to produce results at all times, irrespective of the 
nature of the problem facing him. Inwardly he was a 
kindly and sensitive man who would hear and believe no 
evil of anyone, and all and sundry with whom he came into 
contact learned to regard him with affection. His interests 
were wide and diverse, and he possessed the uncanny flair 
of seizing upon various odd items of medical and scientific 
data and welding them into a coherent and concrete whole. 
He was approachable at all times, and was always ready to 
defend his views and to modify them accordingly after 
discussion. His bearing and manner were always dignified 
without being aloof or unfriendly. 

He was physically and mentally a man of great stature. 
Perhaps his greatest attribute was his personal courage. 
The Military Cross that he won twice over when in the 
Services was more than justified not only by the fortitude 
with which for several years past he bore the constant pain 
and discomfort of a lesion which left him with a permanent 
limp, but also by the heroic way with which he reacted to 
his long and distressing terminal illness. Only those who 
were in contact with him at the end will ever be able to 
appreciate this. He was blessed in the sympathetic help 
and encouragement he received from his wife. and was ever 
ready to praise her co-operation and understanding. | know 
that he would want her to share in any tribute paid to him. 
He will be sadly missed. 


A. R. WELLINGTON, C.M.G., M.R.C.S., L.R.C.P. 
D.P.H., D.T.M.&H. 


Dr. A. R. Wellington, who retired as Director of Medical 
Services, Hong Kong, in 1937, died suddenly at Nice on 
October 26 of coronary thrombosis, aged 83. He had 
returned to the south of France a week before, after 
— the summer in England with relatives and 
riends. 


A. D.W. writes: Arthur Robartes Wellington was born 
on November 24, 1877, in Meeford, Ontario. His parents 
returned to England for the education of their three children, 
and A. R. Wellington was educated at Kelly College, 
Tavistock, going on from there to study medicine at St. 
Mary’s Hospital. After qualifying in 1902 he joined the 
Sarawak Medical Service in 1905, and though the pioneer 
work appealed to him he resigned at the end of his first 
contract because of his wife’s ill-health and went to 
Singapore. There his first appointment was that of health 
officer of St. John’s Island, the quarantine station fer 
Singapore. His two predecessors had perished from typhus, 
but this did not deter him, 

In 1908 he joined the medical service of the Federated 
Malay States. Public health was a new conception in 
Malaya in those days, and he did yeoman service promoting 
it in the malaria-ridden areas of Selangor and Perak. His 
contribution to the health of Malaya was great, particularly 
in measures against malaria, typhus, and venereal disease. 
He was a hard and tireless worker, but his modesty and 
disinclination to rush his views into print deprived him of 
much of the credit due to him, particularly in his fight 
against malaria, but there were many, though, who knew 
his worth. With Sir Malcolm Watson he evolved the new 
science of anti-malarial civil engineering. He had taken 
the D.T.M.&H. at Cambridge three years after qualifying 
and in 1913 he took the D.P.H. of the same university. 

Dr. Wellington became Chief Health Officer, Federated 
Malay States, in 1919, and ten years later he was recom- 


mended for the post of Director of Medical Services, Hong 
Kong. Though his disappointment was great that he was 
not to be confirmed in the post of Principal Medical Officer 
in the country he loved and for which he had toiled so hard, 
the Hong Kong appointment, with its responsibilities and 
fresh problems, gave him great satisfaction and happiness, 
not least when his services were recognized with the C.M.G. 
in 1934, 

He was a founder member of the Royal Society of 
Tropical Medicine and Hygiene. A past-president of the 
Malaya Branch of the B.M.A. he represented Malaya and 
Hong Kong at health conferences in various parts of the 
world and was a delegate to several League of Nations 
conventions. With great joy every year he would preside 
at the St. Mary’s reunion dinner in Hong Kong : sometimes 
as many as sixteen sat down. He enjoyed a game of golf, 
was a fine swimmer, and played water polo for Mary’s. 
He had a great love and a fine memory for verse, particu- 
larly that of Alfred Noyes. An enthusiastic member of the 
Federated Malay States Volunteers, he rose to the rank of 
major. 

He retired from Hong Kong in 1937 and thereafter lived 
in Nice. When France was occupied he and his wife got 
away through Spain and Portugal and eventually arrived 
home, where he offered his services to the Ministry of 
Health, working there from 1941 to 1948. His duties 
included the very onerous one of caring for the unhappy 
displaced Gibraltarians. Dr. Wellington (“ Welly” to his 
friends) returned to Nice in 1948. His wife. Queenie, only 
daughter of Lieutenant-Colonel W. T. Helden, C.M.G., died 
in 1958 after 54 years of married happiness. I never saw 
them apart, and they caught the eye at functions because 
they both wore monocles. and the only sign of marital 
discord that I ever observed was that they wore them in 
different eyes. After three years of separation they are now 
united, and lie in a little village cemetery in the foothills of 
the Vosges. looking down upon the wide sweeping reaches 
of the Rhine. ‘ 

Wellington achieved eponymous immortality inasmuch as 
his name is given to one mosquito and one louse—little 
things maybe, but important in the fight he fought, not 
without personal risk, against malaria and typhus. 


J. D. WILLIAMSON, M.B., Ch.B. 


Dr. J. D. Williamson, a well-known general practitioner 
in Cardiff, died at his home there after a long illness on 
November 15, aged 68. For many years he had been 
prominent in the affairs of the B.M.A. in South Wales, 
and last year his name was added to the Roll of Fellows 
of the Association. 


John Dora Williamson was born in Greenock on 
November 20, 1893. and educated at Bellahouston Academy 
and Glasgow University. His career as a medical student 
was interrupted by the first world war. when he joined the 
Gordon Highlanders as a combatant in 1915. After three 
years he was recalled to complete his medical training, and 
he graduated M.B.. Ch.B. in 1920. After holding the post 
of house-physician at Glasgow Royal Infirmary he settled 
in Cardiff. By his personality and industry he soon built 
up a large general practice, and his status, both with his 
numerous patients and with his personal and professional 
friends, was of the highest. 

Apart from the heavy responsibilities of practice his main 
interest was in the B.M.A., to which he gave many years of 
devoted service. He was honorary secretary of the Cardiff 
Division for more than ten years and later vice-chairman 
and then chairman of the Division. The presidency of the 
South Wales and Monmouthshire Branch followed, and for 
a number of years he had been a member of the Welsh 
Committee as well as a Divisional Representative at the 
A.R.M. He also represented the Cardiff Division on the 
Cardiff Branch of the Queen’s Institute of District Nursing 
and he represented general practice on the Welsh Regional 
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Consultants and Specialists Committee. All these duties he 
accepted and carried out with great competence and 
thoroughness and in a manner that has placed the B.M.A. 
deeply in his debt. 

His home life with his charming wife was particularly 
happy and it was always a pleasure to accept the hospitality 
which they were. so ready to extend. The deep sympathy 
of a wide circle of friends goes out to his widow and family. 
His practice will be carried on by his two sons, while his 
daughter is the wife of Dr. Kenneth Allanby, a consultant 
physician in Peterborough.—G. I. S. 


R. J. HAMER HODGES, L.M.S.S.A., F.F.A. R.C.S. 
D.A. 


Dr. R. J. Hamer Hodges, consultant anaesthetist to the 
Portsmouth group of hospitals, died suddenly on 
November 10. He was 42. 


Robert James Hamer Hodges was the son of a general 
practitioner in Portsmouth. He studied medicine at St. 
Mary’s Hospital, qualifying L.M.S.S.A. in 1944. Thereafter 
he gained wide experience in hosp.tal posts, being resident 
medical officer at St. Mary’s Hospital, Portsmouth, the 
Miller General Hospital. Greenwich, and the Royal Cancer 
Hospital, London. Later he was senior surgical registrar 
at the Miller General Hospital. Having decided to make 
anaesthetics his career, he took the D.A. in 1952 and was 
elected F.F.A.R.C.S, two years later. He was appointed 
consultant anaesthetist to the Portsmouth group of hospitals 
in 1954. He soon made his mark as one of the leading 
younger men in his specialty, contributing original papers 
of high quality to this and other journals and being called 
upon to address conferences both at home and abroad. A 
few years ago he held the temporary post of associate 
professor of anaesthesia at Western Reserve University, 
Cleveland. 


D.E. A. writes: The sudden death of Jim Hodges has 
left a gap in the ranks of anaesthesia which will be hard 
to fill. Despite poor health for some years he did not spare 
himself, and there are many of his friends who consider 
that this played a major part in his early death. His great 
love was his work, especially in the field of obstetric 
anaesthesia and the resuscitation of the newborn, while his 
research into neuromuscular transmission and the action of 
relaxant drugs was a major contribution in this complex 
field. 

His writing was prolific and interspersed with a wealth of 
detail and reference, while his clarity of exposition was 
second to none. Only three days before his death his 
work culminated in a paper read before the South-Western 
Obstetrical and Gynaecological Society of Portsmouth 
which was hailed by many as the acme of the conference. 
He reviewed the work of four years. demonstrating conclu- 
sively how much his approach to the problem of obstetric 
anaesthesia had reduced maternal and neonatal mortality. 

An enthusiastic teacher, he imbued in all a sense of 
purpose which reflected his own single-mindedness: the 
patients came first, last, and always. His friends and 
colleagues, not only in this country but all over the world, 
have suffered a great personal loss but will nevertheless 
treasure the memory of a great man. 


J.R.B. writes: The premature death of Dr. J. Hamer 
Hodges is a great loss to all of us who had the good fortune 
to know him professionally and personally. He was a 
man devoted to his specialty and who worked unceasingly 
for its greater knowledge. In spite of ill-health for some 
years past he drove himself unselfishly for the benefit of his 
patients. Living on borrowed time, only three days before 
he died he delivered an address at Portsmouth which was 
a great triumph and will long be remembered by all who 
were present. We. his colleagues, deeply mourn his passing, 
for he was indeed a great man and an example to us all. 
Our deep sympathy goes out to his wife and four children. 


L. R. W. PRICE, M.D. 


Dr. L. R. W. Price, director of pathology at Queen 
Mary’s Hospital for the East End and pathologist to 
the West End Hospital for Nervous Diseases, died at 
his home in Roehampton on November 14. He was 
64 years of age. 


Leslie Roope Woodhouse Price was born at Walton-on- 
Thames on July 31, 1897. His father, Dr. A. E. Price, was 
a physician in London, and his mother’s family was well 
known in the legal world. Educated at Harrow School, 
Sidney Sussex College, Cambridge, and St. Bartholomew’s 
Hospital, he qualified in 1923, graduated M.B., B.Chir. ten 
years later, and proceeded M.D. in 1936. After completing 
his house appointments he became interested in pathology 
and was fortunate enough to be trained by Sir Bernard 
Spilsbury, under whom he worked until 1929, when he was 
appointed director of pathology at the Glasgow Royal 
Cancer Hospital. In 1942 he returned to London as director 
of pathology at the Royal Cancer Hospital (now the Royal 
Marsden Hospital), and six years later he became director 
of pathology at Queen Mary’s Hospital and Plaistow 
Hospital. Stratford. 

Dr. Price’s diagnostic skill with the microscope was 
outstanding, and his knowledge and experience will be 
missed by a large number of his colleagues. His advice 
and company were much in demand. He wrote numerous 
papers, two of the more recent being entitled “ Pathology 
of Lymph Node Enlargement” and “ Necrobiotic Nodules 
in Rheumatoid Arthritis.” He was able to find time to 
become an expert photographer and was an adept in making 
coloured slides: his lantern demonstrations gave much 
pleasure and instruction to his friends and acquaintances. 
He also became interested in painting, and some of his 
pictures were hung at the Medical Art Society’s exhibitions 
and at the Royal Institute of Oil Painters. Among his other 
interests were Masonry and fishing. 

In May this year he underwent a major operation, which 
he faced with great fortitude. His wife Marguerite (Rita) 
helped him during his life and was a tower of strength in 
his last illness. He also leaves a son and a daughter.—R. J. 


Medico-Legal 


HOME-GROWN INDIAN HEMP 
[FROM OUR LEGAL CORRESPONDENT] 


In 1959 we reported’ three convictions arising out of the 
growing of hemp from budgerigar seed in Cardiff. On 
October 30 a young man was convicted as a result of 
growing a large quantity of hemp in Bushey Park (The 
Times, October 31). 

Jonathan Gabriel Phillips, aged 18, of ‘“‘ Will o’ the Wisp,” 
Summer Road, East Molesey, Surrey, pleaded guilty at 
Kingston-on-Thames Magistrates Court to being in unlawful 
possession of a quantity of Indian hemp. He was remanded 
in custody for reports on his suitability for Borstal training. 
When accosted by the police in Kingston market place, 
Phillips had on his person 50 cigarettes made from Indian 
hemp in ordinary cigarette packets. At the Will o’ the 
Wisp, a tumbledown chalet by the river Mole, where Phillips 
was living, the police found 55 hemp cigarettes, a cigarette- 
making machine, and hemp and hemp seed sufficient to 
make another 500 cigarettes. A detective told the court that 
he had been informed that hemp cigarettes had been taken 
to teenage parties and sold at 6s. each. Phillips denied 
that he had sold any: he said that he had only grown the 
hemp for himself. 


REFERENCE 
1 Brit. med. J., 1959, 2, 764. 
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In nasal congestion arising from colds, 
influenza, sinusitis, hay fever, or any 
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safe, soothing release... anda 
comprehensive treatment that does 
more than decongestants alone can do. 
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nasal mucus to enable the spray to 
reach affected tissue. 
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Medical Notes in Parliament 


QUESTIONS IN THE COMMONS 
[FROM OUR PARLIAMENTARY CORRESPONDENT] 


Lloyd Roberts Lecture Not a Policy Statement 


The Minister of Health’s Lloyd Roberts lecture to the Royal 
Society of Medicine (see Brit. med. J., October 28, p. 1136) 
was brought to the attention of the Prime Minister on 
November 16. Mr. L. Pavitr (Willesden. West, Lab.) 
wanted to know from him whether this lecture. on the 
subject of expenditure on the Health Service, represented 
Government policy. The PRIME MINISTER’S answer was 
that Mr. Powell made no pronouncements of policy in the 
lecture. 

Mr. Pavitr then said that the impression had been 
created by the lecture that it had been announced that 
Government policy would be to restrict the increase of 
expenditure on the Health Service to a rate of 24% for 
the next four years. “That has had wide publication in 
the medical journals.” he said. ‘“‘and the Health Service will 
be given the impression that it is Government policy so 
to restrict. Further, if the Government were to decide to 
restrict to this rate, in terms of real money that would 
mean an actual decrease, and the Health Service would 
have to be cut.” Mr. H. MACMILLAN said that that raised 
much wider questions. As he understood it. the Minister 
of Health delivered a carefully thought-out lecture, with 
many interesting philosophic observations. advancing the 
thesis that there were no objective criteria by reference to 
which the right level of total Health Service expenditure 
could be determined. It was intended to be not a declara- 
tion of policy but a lecture on a very interesting and 
serious subject. 


Two-and-2-half Per Cent. 


There were further repercussions on November 20, when 
the Minister was himself questioned about this. Mr. K. 
Rostnson asked Mr. Powell whether it remained his policy 
to limit the annual increase of expenditure to 24% over the 
next four years; and Mr. L. Pavitt (Willesden, West, Lab.) 
asked what plans he had to limit expenditure by a fixed 
amount, and over what period. The Minister of Health 
stated, in answer to both questions, “ The Government’s 
intentions regarding increases in Health Service expenditure 
remain as announced by the Chancellor of the Exchequer on 
July 26.” Mr. Rorinson: Had not the Minister, in the 
course of his Lloyd Roberts lecture, stated that the increase 
in expenditure or the service would be limited to 24% over 
the next three or four years? Did this not mean that, had 
this limit been imposed in recent years, there would have 
been a progressive annual cut in the Service? Was it his 
intention that the Service should be cut in the next four 
years? Mr. Powe tt said no. The statement he had made 
was a repetition of the statement by the Chancellor of the 
Exchequer. The increase in real expenditure on the Service 
in recent years had been broadly of this amount, but, as 
Mr. Robinson knew very well, the real increase in the 
effectiveness of the Service was by no means to be measured 
by the total spent on it year by year. 

Mr. Pavitt asked if the Minister meant to adhere to this 
limit of 24%, whether it would be in terms of real money 
or would he make some adjustment of it, or would it be 
just a straight 24% 2? Mr. PoweLt said it was at current 
wages and salaries. Mr. Roptnson asked for them to have it 
quite clear. Did the 24% include any increase there might 
be in wages and salaries ? The Minister talked in one breath 
about a real increase and in another breath about an overall 
increase. Which was it to be? Mr. PoweLt told him that 
the words used by the Chancellor of the Exchequer in the 
passage he was quoting were “In real terms.” Mr. 
ROBINSON interjected: “What does that mean?” but got 
no answer. 


Night Emergency Calls 


Mr. Pavitt questioned the Minister of Health on 
November 20 about the number of emergency night call 
services for. general practitioners that were operating. Mr. 
PowELt told him that he knew of four. Mr. Pavitt then 
asked if it was not time the Ministry had a policy for 
night emergency services. “If they are good,” he said, 
“ought not the Ministry to sponsor them through the local 
executive councils so that they can be organized by the 
medical profession ? If they are bad, ought not the Ministry 
to make a statement to that effect 2?” Mr. Powe. replied: 
“T agree that some form of control is necessary. I am 
considering with the profession what form it could best 
take.” 

Senior Registrars 


Mr. KENNETH ROBINSON asked the Minister what immedi- 
ate proposals he had, following his acceptance of the Platt 
Report and his discussions with the medical profession, to 
solve the problem of the time-expired senior registrars. Mr. 
PowELL said that the joint advisory committees on senior 
registrars, which the boards were to set up. would be asked 
as a first charge to review existing time-expired registrars 
in the light of the recommendations of the Report. 


Revenue from N.H.S. Charges 


Mr. KENNETH RORINSON (St. Pancras, North, Lab.) asked 
the Minister of Health on November 14 what was the esti- 
mated annual revenue. based on the most recent figures 
available, from prescription charges, dental treatment 
charges, spectacle charges. denture charges. and charges for 
other appliances, respectively. Mr. E. PoweLt informed 
him that the latest estimates for the current year (England 
and Wales), based on experience to date, were: prescriptions 
£20.5m.; dental treatment £3.5m.; spectacles £6.7m.; 
dentures £6.8m. ; and other appliances £200,000. 


Labelling Medicines Containing Aspirin 


Mr. R. LepGcer (Romford, Lab.) asked the Minister of 
Health on November 15, in view of the allergy to aspirin 
experienced by many people suffering persistent stomach 
troubles, if he would introduce legislation to ensure that 
the manufacturers of drug remedies containing aspirin 
advertised the fact by the use of the trade name in the list 
of ingredients. Mr. PoweLL replied, “ No.” adding that 
Mr. Ledger had written to him about this, and referring him 
to the reply sent him. 


Eyesight Tests for Motorists 


Commander J. S. KERANS (The Hartlepools, Con.) asked 
the Minister of Transport whether he would introduce 
legislation to ensure that all persons aged 60 years and 
over had an eyesight test on applying for renewal of a 
driving licence. Mr. JOHN Hay, Parliamentary Secretary. 
stated in reply that at the beginning of every driving test 
a candidate was asked to read a number-plate at a distance 
of 25 yards (23 metres) ; if he could not do so the test was 
cancelled. Drivers seeking renewal of their driving licences 
must declare whether they could read a motor-car number- 
plate 25 yards away. Licensing authorities refused a licence 
application or revoked an existing licence if they became 
aware that a driver’s eyesight did not reach that standard. 
He did not think that further legislation was required. 


Water Supplies and Fall-out 


Mr. Cyrit BeENCE (Dunbartonshire, East, Lab.) on 
November 15 asked the Parliamentary Secretary for 
Science what steps he was taking to maintain a monitoring 
service of the large areas of fresh water exposed to fall-out 
from recent nuclear tests in Russia. Mr. DFN71L FREETH 
told him that a representative selection of public water 
sources had been monitored for several years for radioactive 
strontium and caesium. In addition. the Government had 
put in hand special measures to test water supplies for 
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iodine-131. The first results had not shown any appreciable 
amount of this isotope in water supplies from large areas 
of fresh water. 


Dried Miik for the Colonies 


Mr. J. BoypeN (Bishop Auckland, Lab.) asked on 
November 16 if arrangements would be made for quanti- 
ties of dried milk to be available in British colonial 
territories where danger from iodine-131 might arise. Mr. 
R. MAUDLING, Colonial Secretary, stated that the attention 
of colonial governments was being drawn to the possible 
need to have reserve stocks of dried milk available in case 
there should be any likelihood of a hazard arising. 


Psychiatric Treatment in Prisons 


The Home Secretary informed Mr. K. ROBINSON on 
November 15 that at present nine visiting psychiatrists were 
treating 171 inmates at 23 sessions in each week at 
Wormwood Scrubs, Wakefield, Holloway, and Pentonville 
prisons and at Feltham borstal. In addition, psychiatric 
treatment was provided by prison medical officers, many 
of whom held psychiatric qualifications. The whole-time 
equivalent was not ascertainable. 

He also stated that Grendon Underwood psychiatric 
prison was expected to receive its first inmates early in 
June, 1962. The numbers would be built up gradually 
to a maximum of 300 men and 25 women. The head of 
the establishment, who would be a principal medical officer 
of the prison medical service and would be known as the 
medical superintendent, had been selected and would take 
up his appointment shortly before the establishment opened. 
The complement of other medical and ancillary staff had 
not yet been settled. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


The Theodore Williams Scholarship in Physiology for 1961 has 
been awarded to Richard Anthony Mayou, B.A., scholar of St. 
John’s College. 


UNIVERSITY OF CAMBRIDGE 


In Congregation on November 4 the following degrees were 
conferred : 


M.D.—E. A. Cooper (by proxy). 
M.Cuir.—P. H. Lord (by proxy). 


UNIVERSITY OF LONDON 


The title of Reader in Bacteriology has been conferred on Mr. 
C. H. Lack in respect of his post at the Institute of Ortho- 
paedics; that of Reader in Physiology on Dr. M. Schachter in 
respect of his post at University College; and that of Reader in 
Virology on Dr. C. E. Gordon Smith in respect of his post at the 
London School of Hygiene and Tropical Medicine. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting of the Council of the College held on November 9, 
with Sir Arthur Porritt, President, in the chair, the death of 
Viscount Crookshank (Hunterian Trustee) was recorded with 
deep regret. 

The Hallett Prize was awarded to Paul Vincent Mills, of the 
London Hospital Medical College. 

The Council agreed, at the request of the United Arab 
Republic, to hold a Primary F.R.C.S. examination in Cairo in 
March, 1962. 

After the meeting the Bradshaw Lecture was delivered by 
Professor Digby Chamberlain on ‘‘ The Spleen and Its Removal.” 


SCOTTISH TRIPLE QUALIFICATION BOARD 
The following candidates have passed the final examinations and 
have been granted the diploma of L.R.C.P.Ed., L.R.C.S.Ed., 
L.R.F.P.S.Glas.: W. E. Bangert, Jean J. Wong, L. M. Y. Perez. 
G. D. K. Flint, M. Akbani. 


UNIVERSITY OF MALAYA 


Dr. Emmanuel Patrick, M.R.C.P.Ed., has been appointed full- 
time physician for the University Health Service in Kuala 
Lumpur. 


Vital Statistics 


Acute Respiratory Infection in Pembrokeshire 

An outbreak of acute respiratory infection which began 
in the Haverfordwest, St. Davids, and Fishguard areas of 
Pembrokeshire has spread into the neighbouring counties of 
Cardiganshire and Carmarthenshire. The virus believed to 
be causing the illness had not been identified at the 
beginning of this week, but laboratory investigations were 
continuing. Symptoms and signs included sore throat, 
pyrexia for 2 to 4 days, conjunctival injection, and slight 
photophobia. The outbreak started among children in 
grammar and secondary schools (in some of these schools 
up to 75% of the children have been absent), but younger 
children have since been affected. The infection spreads 
rapidly and the incubation period is short. No serious 
complications have so far been reported. (We are indebted 
to Dr. D. J. Davies, county medical officer of Pembrokeshire, 
for the above information.) 


Births and Deaths in London 

In his annual report for 1960, Dr. J. A. Scott, County 
Medical Officer of Health of London, records that the 
London birth rate in 1960 (18.0 per 1.000 population) and 
the number of live births (57,368) were the highest since the 
post-war bulge of 1946-8. The death rate of 11.4 per 1,000 
population was about the average of the last decade. The 
still-birth rate (18.0 per 1,000 total births) was the lowest 
yet recorded. Despite this the estimated population of the 
County of London fell by 10.000 to 3,194,000. In the last 
ten years there has been a fall of 196,000 in the population 
aged between 25 and 44. 

Of the 57,368 babies born, 6,530 (11.4%) were illegitimate. 
The borough with the highest rate (21.9%) was Paddington. 
The national illegitimacy rate in 1960 was 5.4%, and the 
only other large town in England and Wales with an 
illegitimacy rate approaching that of London is Manchester 
(9.3% in 1959). Dr. Scott attributes the high rate in London 
to a complex of factors—proportionately more single 
women, a continuous influx of unmarried women, many of 
whom are already pregnant, and the facilities which London 
can offer to an unmarried mother in the way of anonymity, 
antenatal care, and support from moral _ welfare 
organizations. 

Infectious Diseases 
Areas where the numbers of notifications were high in the 
latest two weeks for which figures are available. 


Week Ended 


Acute Poliomyelitis Nov. 4 Nov. 11 


Worsley U.D. 0 2 
Yorkshire East Riding ... as re 26 13 
Kingston upon Hull C.B. ... 22 1: 
Withernsea U.D. 0 2 
Durham $55 1 5 
Easington R.D. 1 3 
Paratyphoid Fever 
Lancashire oe 0 10 
Golborne U.D. 0 9 
Typhoid Fever 
Dysentery 
Great Harwood U.D. 16 
Clitheroe R.D. ks 0 21 
Yorkshire West Riding Pi: ree 39 54 
Leeds C.B._... 24 32 
Dundee ... 23 24 
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ynalar 


The topical 
corticosteroid 


POWERFUL AND 

DRAMATICALLY SWIFT For topical application in 
IN ACTION- 
SUCCEEDS WHERE skin and mucosa. 


OTHERS FAIL 


‘Synalar’ has the greatest activity of any topical corti- 
costeroid—it is 40 times more potent than hydrocortisone 
—not only powerful but swift in action. 


Presented in three preparations to meet the exacting requirements of 
the clinician :— 

§Synalar’? cream in 5 g. and g. tubes. 

‘Synalar’ Ointment in 5 g. and |5 g. tubes. 


‘Synalar’ Lotion in 20 ml. polythene squeeze bottles. 


Basic N.H.S. cost 
5 g.and IS g. Cream or Ointment are 4/- and 10/- and the 20 mi. Lotion is 


12/6 a bottle. 


eg A PRODUCT OF SYNTEX CORPORATION 


MADE IN GREAT BRITAIN BY IMPERIAL CHEMICAL INDUSTRIES LIMITED 


PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE 
Ph.i75 
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Graphs of Infectious Diseases 

The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during 
the years 1952-60 are shown thus ------ , the figures for 
1961 thus ———. Except for the curves showing notifi- 
cations in 1961, the graphs were prepared at the Depart- 
ment of Medical Statistics and Epidemiology, London 
School of Hygiene and Tropical Medicine. 


INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week 


ending November 4 


(No. 44) and corresponding week 1960. 


Figures of cases are for the countries shown 
county. Figures of deaths and births are for 


and London administrative 
the whole of Eng'and and 


Wales (London included), London administrative county, the 17 principal 
towns in Scotland, the 10 principal towns in Northern Ireland, and the 14 


principal towns in Eire. 
A blank space denctes disease not notifiable 


or no return available. 


The tab‘e is based on information supplied by the Registrar:-General of 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 


DYSENTERY 
2 : 1961 1960 
24 CASES “sisi 
! Dysentery | 386 33/176 16 12] 422 S6 160, 9) 4 
Encephalitis, acute | 3 0. 0 3 | 
% Paratyphoid .. 65 OF 1 2 1} 
2 | Food-poisoning .. | 329 12, 402, 161, 24 15) 
Infective enteritis or | | | | 
P \ ae 2 years .. | | } 20; 29 16 41 
Measles* 1145 51, 12. 77, 120{ 5, 280, (288 39 
Meningococcal in- | | | | | | 
2 % fection .. 17; 2) 1 18 0 9 0, 
Ophthalmia neona- | | | | 
WEEKS Pneumonia+ ..| 161 13, 98, 0, 215) 21) 132) 2) 
40000;- MEASLES Poliomyelitis, acute: 4 | | 
Paralytic 210 0} { ; 
35000,- Puerperal fever§ . 153) 29) 13} 175) 29 7 
Scarlet fever -| 378| 22, 48| 16] 416| 23) 67) 24| 2s 
' Tuberculosis: | | | | | 
30009 Respiratory 7 324 47 44 18! 363, 46 68) 
4 H Non-respiratory | 62 6 9 2 56 3| 3) 
w 
% 25000 Whooping-cough | 207| 17; 29, 5, 18| 1,000, 73; 86, 15) 59 
ay | 1960 
Diphtheria | | of of o 0 Oo 
Dysentery 0 0 | 0; Oo 
ad Encephalitis, acute | 0) H | 0 0 tu 
Entericfever ..| 0 0 0} O| 
ud iarrhoea under | | | | 
5} 1] 1 44 4 OF 3 
Lowest 1952-60 Influenza .. _ 15) 1 | 1 0 
T, TTT. T j 
600, Meningococcal in- | al | 9 el 
q Pneumonia .. | 488) 35; 23) 17, 7 459 35; 23) 14 8 
Poliomyelitis, acute | 0 0 _| 0 
a Highest 1952-60, Scarlet fever | 9 0 0, 0; 
un espiratory | 2 | | 
Non-respiratory 54) 3 ce i|} 0 0 
Whooping-cough | 0 0 0 0 0 
2 Deaths 0-1 year . a ~~ 302 26 36) 12) 8 318) 37) 27) 8 12 
= Deaths ae | | | | 
stillbirths) 9, 801. 602 161 9,758) 776 583) 116, 157 
LIVE BIRTHS .. | 15,221/1331 1021/ 259 259} 351 14,485 1238 1003) 351 
STILLBIRTHS 294) 23) 24 289) 15| 16) | 
* Measles not notifiable in Scotland, whence returns are approximate. 
+ Includes primary and influenzal pneumonia. 


§ Includes puerperal pyrexia. 
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Medical News 


Reconstruction of B.M.A. Library 

The B.M.A. Library will be closed from December 4 for 
reconstruction and re-equipment. A temporary alternative 
library service will be set up in a special office in B.M.A. 
House to be known as the “ Library Inquiry Office.” It is 
hoped that the reconstruction of the library will be com- 
pleted within one year. The arrangements made for mem- 
bers wanting to borrow books during this period are set out 
in this week’s Supplement (p. 220). 


Medical Assistant Editor for B.M.J. 

The Council of the B.M.A. is inviting applications for a 
post as medical assistant editor on the staff of the British 
Medical Journal. Candidates, who should not be older 
than 45 years, must present evidence of literary ability and/ 
or journalistic experience. A knowledge of one or more 
foreign languages is desirable. Details are given on 
advertisement p. 45. 


Doctors’ Hobbies Exhibition 

The fifth Doctors’ Hobbies Exhibition, sponsored by 
Benger Laboratories Limited, will be held in the Great Hall 
of B.M.A. House from December 4 to 8. Over 200 new 
exhibitors have submitted entries to one or more of the 
23 classes. Two innovations this year are the award of 
silver salvers in place of the silver cups of previous years 
to the best exhibit in each class, and certificates of com- 
mendation to the item considered next in merit. Further 
prizes will be presented for the three outstanding exhibits 
in the exhibition. 


Royal Society’s Royal Medal 

Sir Wi_Frip LE Gros F.R.S., Dr. Lee’s professor 
of anatomy at Oxford University, has been awarded a 
Royal Medal by the Royal Society “in recognition of his 
outstanding contributions to neuroanatomy and _ primate 
morphology, which he has combined to provide new know- 
ledge of human evolution.” 


Senior Administrative Medical Officer, Sheffield Regional 
Hospital Board 

Dr. S. SHONE, who has been Deputy Senior Administrative 
Medical Officer of the Sheffield Regional Hospital Board 
since 1949, has been appointed Senior Administrative 
Medical Officer from March 1, 1962, in succession to Dr. 
W. A. Ramsay, who is retiring. 

Dr. Shone qualified at Guy’s Hospital Medical School, and 
proceeded M.D(Lond.) in 1932. There followed hospital 
appointments in the United Kingdom and abroad and a period 
of general practice before he entered the Indian Medical Service 
in 1937; his services there were recognized by the award of the 
O.B.E. His military career included service in Egypt, Sudan, 
Italy, and India. In 1945 the Madras Government invited him 
to accept appointment as professor of medicine at the Andhra 
Medical College, North Madras, with superintendency of the 
King George Hospital at Vizagapatam. In 1947 he was ap- 
pointed chief physician to the Kailan Mining Administration in 
North China. Dr. Shone took up his present post when the 
changed political situation ended this appointment. 


Nuffield Neonatal Research Unit 

The Nuffield Foundation has made a grant of £55,000 
over a period of five years to the Institute of Child Health 
to establish in the neonatal department of the Institute at 
the Hammersmith Hospital a neonatal research unit under 
the direction of Dr. J. P. M. Tizarp, reader in child health. 
The unit is to be named the Nuffield Neonatal Research 
Unit. The following have been appointed by the Institute 
to work in the new unit: Dr. L. B. STRANG (senior lecturer), 
Dr. L. Go.pie (part-time lecturer), and Dr. J. W. Scopes 
(lecturer). 


Rockefeller Foundation Grant for M.R.C. 
In its most recent series of grants the Rockefeller Founda- 
tion has given £7,500 to the Medical Research Council, to 


be used over five years, in the expansion of research on 
the structure of proteins at the M.R.C.’s Molecular Biology 
Research Unit in Cambridge. 


Assistant Director-General 
W.H.O. 

Dr. OGANes V. BAROYAN, 
of the U.S.S.R., has been 
appointed Assistant Director- 
General of the World Health 
Organization. Dr. Baroyan, 
who was born at Erevan, 
Soviet Armenia, in 1906, 
comes to Geneva from 
Moscow, where he directed 
the Gamaleya Institute of 
Epidemiology and Micro- 
biology. He is a correspond- 
ing member of the Academy 
of Sciences of the U.S.S.R. 


Unjormation, W.H.O. 


Scottish Hospitals Endowments Research Trust 

The Scottish Hospitals Endowment Research Trust 
authorized medical research grants totalling £117,521 up to 
July 1, 1960—over £25.000 more than the year before—says 
its annual report. Legacies and donations amounted to 
over £30,000, and included an anonymous gift of £20,000. 
The Trust began to implement its new policy for distributing 
grants: substantial sums are to be devoted to full-time 
research fellowships and to group research, while small 
grants for short-term projects are to be limited. It is hoped 
that this will encourage medical graduates trained in 
Scotland to stay in Scotland, instead of seeking research 
facilities elsewhere. (Annual Report and Accounts 1959- 
1960, Edinburgh H.M.S.O., price 2s. net.) 


Mental Health Research Fund 

In its annual report the Mental Health Research Fund 
again emphasizes that research in the mental health field is 
being restricted both by lack of money and by the effect 
that the character of medical education and the career 
structure has had upon the flow of research workers. To 
offset this it has set about raising sufficient funds to enable 
it to offer long-term or permanent posts primarily devoted 
to research in university departments and other suitable 
places. During the year ending March 31, 1961, 50% more 
applications for grants were received than in the previous 
year ; the total sum spent on fellowships and grants was 
£29,372. Since 1954 £163,259 has been spent on grants. 


Christmas Cards 

The following organizations are among those selling 
Christmas cards this year: Grenfell Association of Great 
Britain and Ireland (Hope House, Great Peter Street, London 
S.W.1); Multiple Sclerosis Society (10 Stratford Road, 
London W.8); Muscular Dystrophy Group (26 Borough 
High Street, London S.E.1); National Deaf Children’s 
Society (31 Gloucester Place, London W.1); National 
Marriage Guidance Council (58 Queen Anne Street, London 
W.1); Save the Children Fund (46 Aske House, Fanshaw 
Street, London N.1). 


Central Midwives Board 

The Central Midwives Board says in its annual report 
that during the 12 months ended January 31, 1961, 17,370 
midwives notified their intention to practise—788 more than 
the year before. The increase is partly due to the removal 
from the Board’s rules of the distinction between practising 
as a midwife and acting as a maternity nurse. Of these 
midwives 2.825 (16.3%) were not general or sick children’s 
nurses ; 5,728 (33%) were married. Of the 3,678 midwives 
who qualified in 1960, 1,876 practised in 1960 to 1961. 


British Orthopaedic Association 
This year’s annual meeting of the British Orthopaedic 
Association was held jointly with the Italian Society of 
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WHEN NO 
SIGNIFICANT ORGANIC 
LESION IS APPARENT 


Physical examination, laboratory stud- 
ies, surgical exploration are negative or 
inconsistent with symptoms 


YOU MAY RECOGNIZE THE NEED FOR 


for the classic and disguised depressions you see every day 


NEW THERAPY 

Monase is a psychosomatropic agent which controls 
target symptoms by combating underlying depressions ; 
Monase should restore health and well-being to many of 
your patients. 


NEW SAFETY 
Monase has produced no serious side effects in over 
4,000 patients studied. 


NEW FORMULA 

Monase is chemically unrelated to any other drug, but 
closely resembles the naturally-occurring body amines 
tryptamine, tryptophan, and serotonin. 


Supplied as 15 mg. coated tablets in bottles of 30 and 100. 


* TRADEMARK FOR ETRYPTAMINE ACETATE 
GB 1250/61 


Upjohn 


UPJOHN LIMITED, CRAWLEY, SUSSEX 
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-CERUMOL 


“REGD. TRADE MARK 


FOR THE 
EASY 
REMOVAL 
OF 

EAR WAX 


Pack for surgery use:— Active constituents per 100 ml. 
dropper vial. 


dich 


; Benzocaine B.P. 2.7 G. 
Hospital Pack — 202. Chiorbutol B.P. 5.0 G. 
bottles. Ol. Terebinth B.P. 10 mi. 


LABORATORIES 


PERNOMOL 


REGD. TRADE MARK 


CHILBLAIN 
PAINT 
FOR QUICK RELIEF 


Colourless 
Easily applied 
Quick drying 
Non-stainin 
Active Constituents: 
Chlorbutol B.P. 2G. 
N.H.S. price per Phenol B.P. ... 
pencil (complete in Camphor B.P.... ne 10 G. 
aluminium case) 2/- Tannic Acid B.P. __.... 2.2 G. 
Sp. Sap. Meth. B.P. ... 34 mi. 


Literature and sample will be gladly supplied to the medical profession on request. 


FOR APPLIED BIOLOGY LTD 


91 AMHURST PARK, LONDON, N.16 TELEPHONE: STAmford Hill 2252/3 


TIME FOR READING 


The face of medern medicine is constantly changing as new concepts, new methods, 
new developments of every kind, are reported from the clinical and research centres 


of the world. 


To keep abreast with the tide of progress you need time—time to read and to 
read widely—time that can ill be spared. 


Let ABSTRACTS OF WORLD MEDICINE solve your problem . . . 


This journal covers the whole field of clinical medicine and allied medical sciences in each issue 
and presents to you each month concise, informative, readable abstracts of the best of the 
original papers published throughout the world—selected from over 1,500 medical journals. 


Six issues (one volume) contain about 1,600 abstracts, all efficiently indexed. An indispensable 
guide to what is happening world-wide in all branches of medicine. 


ABSTRACTS OF WORLD MEDICINE saves your time... 
Send your subscription now, or ask for further details: 

Publishing Manager, B.M.A. House, Tavistock Square, London, W.C.I 
Annual Subscription (12 issues) £4 4s. U.S.A. and Canada $13.50. 
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Orthopaedic Surgery and Traumatology in London on 
September 28 to 30. The President, Mr. H. J. SEDDON, 
was in the chair. Papers were read, and a clinical meeting 
was held at the country branch of the Royal National 
Orthopaedic Hospital at Stanmore. A number of experi- 
mental and clinical exhibits, including surgical appliances, 
were shown by members of the staff. 


Radioactive lodine in Milk 

During the week ended November 11 the concentration 
of iodine-131 in milk was 117 puuc./litre (the mean figure 
from the results of tests on samples taken from all over 
the United Kingdom). The figures for the previous three 
weeks were 127 (October 29—-November 4), 158 (October 
22-28), and 114 (October 15-21). The survey of iodine-131 
in milk had been in progress for eight weeks up to 
November 11, and the countrywide mean over the period 
was 115 puc./litre. According to the recent report of the 
Medical Research Council (see Journal, October 28, p. 1143) 
“an acceptable dose [of iodine-131] would not be exceeded 
in any age group of the population unless an average 
concentration of iodine-131 in milk of 130 yuc./litre was 
exceeded over a period of one year, or higher concentra- 
tions for correspondingly shorter times.” Information 
provided by the Agricultural Research Council (Press 
Notice of November 15) shows that in different regions 
of the country between 9 and 20% of the “ quantity which 
would give rise to the annual average specified by the 
M.R.C.” had been reached on November 11 (after eight 
weeks of testing), the countrywide average being 14%. The 
highest values have been found in Wales, Northern Ireland, 
Scotland, and Far Western England, but, according to the 
Agricultural Research Council, “even these would not lead 
to the annual average specified by the Medical Research 
Council unless they continued for at least a further seven 
months or more.” 


Martin Wing and Laboratories at Leeds General Infirmary 

On November 3 the DUKE OF EDINBURGH opened the 
Martin Wing and link laboratory block at the General 
Infirmary at Leeds—the first major extension to be built 
since 1948. 


The wing provides wards for the professorial departments of 
medicine and surgery, a neurosurgical ward, a medical out- 
patient department, and the university department of chemical 
pathology, which handles the infirmary’s routine work. The 
link block lies between the new wing and the main hospital ; 
it is Occupied by the university department of medicine and 
surgery, laboratories, lecture rooms, and libraries—all within easy 
reach of the professorial wards. The block also houses an over- 
night ward to which emergency cases can be admitted without 
disturbing other wards. The extensions have cost £482.000, of 
which £300,000 has been borne by the Ministry of Health, the 
rest by the University Grants Committee. The Board of 
Governors equipped the floors in the Martin Wing occupied by 
the hospital departments, and the overnight ward. 


New Public Health Laboratory, Shefficld 

Sir LANDSBOROUGH THOMSON, chairman of the Public 
Health Laboratory Service Board, presided at a ceremony in 
Sheffield on November 10 at which Dr. G. E. GODBER 
formally declared open the new Public Health Laboratory 
at the City General Hospital. 


Royal Australasian College of Surgeons 

Sir Harry Pratt, who is president of the International 
Federation of Surgical Colleges, has opened in Melbourne 
an appeal for £A300,000 for the Royal Australasian College 
of Surgeons. The money will be used to improve tutorial 
facilities in surgery, to promote surgical standards in 


Australia and New Zealand, and to expand the headquarters . 


of the college in Melbourne. 


People in the News 
Sir MILTON Maraal, Prime Minister of Sierra Leone, has 
‘been appointed a member of the Privy Council. 
Lieutenant-General Sir ALEXANDER DRUMMOND has been 
appointed Colonel Commandant, R.A.M.C., in succession to 
Major-General RICHARD MURPHY. 


COMING EVENTS 


Institute of Dermatology.—Exhibition, December 1-22, 
Dr. R. H. Meara, “ The Xanthomatoses.” 


Doctors’ Hobbies Exhibition—December 4, 2.30-6.30 
p.m.; December 5, 6, 8, 10 a.m.—6.30 p.m.; December 7, 
10 a.m-9 p.m., Great Hall, B.M.A. House, Tavistock 
Square, London W.C.1. 


Blackham Lecture, Royal Faculty of Physicians and 
Surgeons of Glasgow.—Professor A. W. Kay, “ The 
Management of Obscure Alimentary Bleeding,” December 
4, 5.15 p.m., Maurice Bloch Lecture Theatre, 242 St. Vincent 
Street, Glasgow. 


FitzPatrick Lectures, Royal College of Physicians.— 
Dr. K. D. KeEeve, “Evolution of Clinical Methods in 
Medicine,” December 5, 7. See advertisement p. 66. 


Renwick Memorial Lecture.—Dr. R. G. W. OLLERENSHAW, 
“ Design for Projection; A Study of Legibility,” December 
5, 6.30 p.m., Royal Photographic Society, 16 Princes Gate, 
London S.W.7, 


Institute for Study and Treatment of Delinquency.— 
Monthly lectures, “* Residential Treatment of the Offender,” 
up to March 14. Details from 1.S.T.D., 8 Bourdon Street, 
Davies Street, London W.1. 


Central Wirral Hospital Management Committee.— 
Conference, “The Pattern of the In-patient’s Day,” 
December 8, 2-7 p.m., Clatterbridge Hospital. Bebington, 
Wirral, Cheshire. Details from secretary of hospital. 


Chest and Heart Association.—Symposium, “ Respiratory 
Function and the Clinician.” December 13, 9.30 a.m.—4.45 
p.m., Cuthbert Wallace Theatre, Royal College of Surgeons 
of England, Lincoln’s Inn Fields, London W.C.2. Details 
from C.H.A., Tavistock House North, Tavistock Square, 
London WC. 

Symposium, “ The Eradication of Tuberculosis,” Decem- 
ber 15, 10 a.m.—6.30 p.m., Royal Faculty of Physicians and 
Surgeons, 242 St. Vincent Street, Glasgow. Details from 
C.H.A., Scottish Branch, 65 Castle Street, Edinburgh 2. 


Marie Curie Memorial Foundation.—Charity concert by 
Hospitals Symphony Orchestra and London Medical 
Orchestra, December 14, 8 p.m., Central Hall, Westminster, 
London S.W.1. Soloist: MANOUG ParikiAN. Tickets 5s., 
7s. 6d., 10s., £1 1s. (all reservable) from Secretary of Foun- 
dation, 124 Sloane Street, London S.W.1 (Tel.: SLOane 
1095). 


Harveian Society of London.—“ Chromosome Abnormali- 
ties,” December 20, 8.15 p.m., 11 Chandos Street. London 
W.1. Dr. C. E. Forp, D.Sc., “ Normal Chromosomes,” 
“Chromosome Studies in Leukaemia”; Professor L. S. 
PENROSE, F.R.S., and Professor P. E. POLANI, papers on 
chromosome abnormalities. 


NEW ISSUES OF SPECIALIST JOURNALS 


The Journals listed below are obtainable from the Publishing 
Manager, B.M.A. House, Tavistock Square, London W.C.1\. 


BRITISH JOURNAL OF OPHTHALMOLOGY 


Intravenous Urea Therapy in Glaucoma. S. J. Crews and S. I. Davidson. 

Retinal Vasculitis, T Kenh Lyk and K. Wybar. 

Features of Ocular Infestation by T I. M. Duguid. 

Partial Cyclectomy. H. B Stallard 

Unusual Cotoboma of the Optic Nerve Entrance. Pedier. 

Ectopic Lacrimal Glandular Vissue Within the om, R. Dallachy. 

A Simple Operation for Pteryzium. 1 B Rankine 

Early Appearances of an Open Retinal Hole. D. Abrams and K. Wybar. 

Ringe Sarcoma of the tris. E. S. Perkins and J) A. Magnus. 

Mycotic Keratitis. A D. Grover and K. C. Agarwal. 

snared Keratitis Caused by Aspergillus fumigatus. E. Balakrishnan. 
eviews. 


Notes. 
Index for 1961. 


Volume 45, No. 12. (Monthly; £6 poneaiy. with 
Ophthalmic Literature and Index, £9.) 
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JOURNAL OF CLINICAL PATHOLOGY 


The Histological Diagnosis of Toxoplasmic Lymphadenitis. A. G. 
Stansfeld. 

Primary Carcinoma Multiplex. J. Malcolm Cameron, A. Litton, and D. S. 
Lyon. 


A Simple Method of Weighing the Heart. A. G. Marshall. 

-isotope Rnvestigntions in Primary Myeloid Metaplasia. 

wdler. 

The Tongue and Ocsophagus in Iron-deficiency Anaemia and the Effect 
of Iron Therapy. 1. McLean Baird, O. G. Dodge, F. J. Palmer, and 
R. J. Wawman. 

Carbohydrates and Sulphur-containing Compounds in the Anaemic Buccal 
Epithelium. Allan Jacobs. 

Hereditary Elliptocytic Anaemia. R. J. L. Davidson and W. T. Strauss. 

The Plasma Cl of Injected Doses of Folic Acid as an Index of 
Folic Acid Deficiency. J. Metz, K. Stevens, S. Krawitz, and V. Brandt. 

Platelets of Blood Stored in Untreated and Siliconed Glass Bottles and 

Plastic Bags. 
I. Studies in vitro. F. Kissmeyer-Nielsen, with technical assistance 
from Jytte Nedergaard. 
Il. Survival Studies. F. Kissmeyer-Nielsen and C. B. Madsen, with 
technical assistance from Jytte Nedergaard. 

Sodium, Potassium, Water, and Haemoglobin in the Packed Red Cells of 
Severe Thatisaemia. C. Choremis, Cleopatra Economou-Mavrou, and 
Christina Tsenghi. 

The Development of the Serum Protein Pattern of Africans. J. C. Edozien. 

A Stable Sheep Cell Preparation for Detecting Thyroglobulin Auto- 
antibodies and its Clinical Applications. A. J. Fulthorpe, 1. M. Roitt, 
D. Doniach, and K. Couchman. 

A Note on the Determination of Serum Beta-glucuronidase Activity. 
Constance H. J. Plaice. 

Monitoring Sterilization of Dressings In High-vacuum Pressure-steam 
Sterilizers. R. J. Fallon. 

Four Cases of Human Infection with Achromobacter anitratus. 
Ashley and W. Kwantes. 

Technical Methods : 

Control! Material for Oxalo-acetic Transaminase Determination. 
Walsh and B. W. Meade. 
The Extraction of Evans Blue from Plasma. George Discombe. 

Book Reviews. 

Index to Volume 14. 


Volume 14, No. 6 (Bi-monthly ; £4 4s. annually). 


A. 


BD. 3. B. 


M. P. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @. 
Application should be made first to the institution conce: 


Monday, November 27 

INSTITUTE OF DexmMalococy.—4.30 p.m., Professor F. Serri: 
and Structure of Foetal Skin. 

MANCHESTER MEDICAL SOcIFTY.—{1) SECTION OF ODONTOLOGY: At Lecture 
Room, Dental Hospital, 4.30 for 5 p.m., Professor B. Cohen: Experi- 
mental Studies on the Pathogenesis of Periodontal Disease. (2) SECTION 
OF GENERAL Practice: At Large Anatomy Theatre, Manchester University 
Medical School, 8.30 for 9 p.m., Dr. G. E. Godber: Communication 
within the Profession. 

POSTGRADUATE MepicaL SCHOOL OF LONDON.—4 p.m., Professor A. G. 
MacGregor: Endocrine Interdependence. 


Tuesday, November 28 


BRITISH POSTGRADUATE MFDICAL FEDERATION.—At 
Hygiene and Tropical are 5.30 p.m., Dr. E. G. Gray, Ph.D.: 
Electron Microscopy of C.N. 

GENERAL INFIRMARY AT Salon. ‘—At Littlewood Hall, 5.15 p.m., Dr. 
Doxiadis (Athens): Chronic Hepatic Amoebiasis. 

INSTITUTE OF DERMATOLOGY.—5.30 p.m., Dr. E. J. Moynahan: The Biology 
of the Skin Surface. 

@INSTITUTE OF OBSTETRICS AND GYNAECOLOGY.—At 
Hospital, 11 a.m., discussion: Forceps or Extractor. 
Mr. A. L. Gunn and Mr. G. T. Smedley. 

RoyaL ARMY MEDICAL COLLEGE.—S p.m., 
Ischaemia. 

ROyaL COLLEGE OF PHYSICIANS OF LONDON.—5S p.m., Charles West Lecture 
by Dr. J. A. Fraser Roberts: Genetic Prognosis. 

Royat StTaTisticat Society: Mepicat Section.—At Manson Theatre, 
London School of Hygiene and Tropical Medicine, 5.15 p.m., Dr. P. 
Froggatt: Accident-Proneness, or Variable Accident Tendency ? 

St. Mary's Hosprrat Mepicat p.m., Professor Thomas 
McKeown: Human Prenatal Growth. 

UNIversiTy COLLEGE LONDON.—At Eugenics Theatre, Gower Street, W.C., 
5.30 p.m. special university lecture in genetics by Professor G. 
Pontecorvo: Genetic Analysis via Mitotic Segregation. 

West END HospiTat FOR NEUROLOGY AND NEUROSURGERY.—S5S.30 p.m., Dr. 
N. G. Hulbert: clinical demonstration in neurology. 


Wednesday, November 29 


INSTITUTE OF DeKMArOLOGY.—5.30 p.m., 
Pigmentation (11. 

INSTITUTE OF Dis€aSES OF THE CHEST.—S p.m., Dr. J. C. W. MacFarlane: 
Laboratory Diagnosis and Chemotherapy of Lung Cancer. 

INSTITUTE OF UrOoLOGY.—4.30 for 5 p.m., Mr. H. K. Vernon: Cancer of 
the Kidneys. 

POSTGRADUATE MEDICAL SCHOOL OF LONDON.—2 p.m., Dr. K. Fotherby: 
Use of Steroid Hormone Investigations in the Diagnosis of Disease (1). 

Roya INSTITUTE OF PUBLIC HFALTH AND HYGIENE.—3.30 p.m., Dr. 
W. A. 8. Thomson: Medicine and the Press. 

Royat SOCIETY OF TROPICAL MEDICINE AND HYGIENE: EDINBURGH BRANCH. 
—At West Medical Theatre, Royal Infirmary, Edinburgh, 5 p.m., Mr. 
S. G. Browne (Nigeria): Present Perspectives in Leprosy. 

UNIVERSITY COLLEGE LONDON.—At Eugenics Theatre, Gower Street, W.C., 
5.30 p.m., special university lecture in genetics by Professor G. 
Pontecorvo: Prospects for Genetical Analysis in Man. 

WHITTINGTON HospitaL: ARCHWAY WI£NG.—11.30 a.m., Dr. Howard 
Nicholson: Diffuse Interstitial Pulmonary Fibrosis. 


Development 


London School of 


Queen Charlotte's 
Guest speakers: 


Dr. M. Kremer: Cerebral 


Professor Aaron B. Lerner: 


Thursday, November 30 


BailisHh POSTGRADUATE MEDICAL FEDERATION.—At London School of 
Hygiene and Tropical Médicine, 5.30 p.m., Dr. I. Friedmann: Electron 
Microscopy in Pathology of the Ear, Nose, and Throat—Experimental 
and Human. 

INSTITUTE OF LARYNGOLOGY AND OTOLOGY.—At Royal College of Surgeons 
of England, 5.30 p.m., Professor F. Bergel, F.R.S.: New Developments 
in Carcino-chemotherapy. (Guest Lecture at an Advanced Levei.) 

LEWISHAM GENERAL HOsPITAL.—5.45 p.m., Dr. W. A. Kennedy: Electro- 
encephalography as a Clinical Tool. 

LIVERPOOL MEDICAL INSTITUTION.—8 p.m., Mr. R. Marcus: Diverticulitis of 
the Colon. 

RoOyvaL COLLEGE OF SURGEONS OF ENGLAND AND INSTITUTE OF LARYNGOLOGY 
AND OTOLOGY.—At Royal College of Surgeons of England, 5.30 p.m., 
Otolaryngology Lecture by Professor F. Bergel, F.R.S.: Newer Develop- 
ments in Carcino-chemotherapy. 

St. ANDREWs UNIveRSITY.—At Physiology Department Lecture Theatre, 
Queen’s College, Dundee, 5 p.m., Professor Ronald Woolmer: Medica! 
Engineering. 

St. Georse’s Hospitat MEepicat SCHOOL.—S5.15 p.m., Dr. Denis Williams: 
postgraduate demonstration in neurology. 


Friday, December 1 


INSTITUTE OF DtseaSES OF THE CHEST.—S5 p.m., Dr. J. N. Pattinson: 
clinical demonstration. 

LONDON UNIVERSITY.—At London School of Hygiene and Tropical Medi- 
cine, 5.30 p.m., Heath Clark Lecture by Professor A. V. Neale: 
Advancement of Child Health—(5) Child Health in its Medical, Educa- 
tional, Cultural, ani Humanistic Aspects. 

POSTGRADUATE MEDICAL SCHOOL OF LONDON.—{1) 10 a.m., Mr. 
Cohen: Limb Gangrene. (2) 4 p.m., Dr. Robert M. Kark: Neshrosls 
and Glomerulonephritis. 

WELSH NaTionaL SCHOOL OF MEDICINE.—At Wolfson Institute, Postgradu- 
ate Medical School of London, 5 p.m., Kettle Memorial Lecture by 
Professor A. Policard: A Conflict of Living Matter with the Mineral 
World—the Pneumoconioses. 

Wuipes Cross Hospitat Menicat Socrety.—At Nurses’ Lecture Theatre, 
om. p.m., Mr. O. Graham-Jones: Veterinary Attention of the Captive 

ild Animal. 


Saturday, December 2 

INSTITUTE OF LAkYNGOLOGY AND OTOLOGY.—12 noon, Dr. H. G. Pereira: 
hea y of the Upper Respiratory Tract. (Guest Lecture a: an Advanced 
evel.) 

MIDLAND THORACIC SOcIETY.—At 36 Harborne Road, Edgbaston, 3 p.m., 
Presidential Address by Dr. G. R. W. N. Luntz: Portrait of Poland, 
Phthisical Problems and Progress. 


Sunday, December 3 


INSTITUTE OF LakYNGOLOGY AND OTOLOGY.—10.15 a.m., Mr. Wallace Black : 
Common Ear Nose, and Throat Conditions. Clinical discussions for 
general practitioners. 


APPOINTMENTS 


East ANGLIAN REGIONAL HoOsprtat Boarp.—A. H. G. Murley, M.B., 
B.S., F.R.C.S., Consultant Orthopaedic Surgeon for duties in R.H.B. 
Hospitals and United Cambridge Hospitals; Barbara Petrovskaia, Ph.D., 
M.B., Ch.B., B.Sc., D.P.M., Senior Registrar in Psychiatry, St. Andrew's 
Hospital, Norwich; P. Tiwary, M.B., B.S., F.R.F.P.S., D.T.M.&H., 
D.C.H., Registrar in Geriatrics, Ipswich and East Suffolk Hospital Group ; 
S. 1. Osman, M.B., B.Ch., M.R.C.P.Ed., D.P.M.&N.(Cairo), Registrar in 
Psychiatry, Hellesdon Hospital. 

MANCHESTER REGIONAL HospITAL Boarp.—R. Pell-Iiderton, M.B., Ch.B., 
D.Path., Whole-time Consultant Pathologist, North Manchester Group of 
Hospitals and Prestwich Hospital ; Jane Sherman, M.B., B.S., Whole-time 
Assistant Physician in Geriatrics North Manchester Group of Hospitals. 


BIRTHS, MARRIAGES, AND DEATHS 
DEATHS 

Anderson.—On October 26, 1961, Samuel Eric Hill Anderson, M.B., B.S., 
of Ashleigh, Winston, Darlington, aged 65. 

Ash.—On November 7, 1961, at Memorial Cottage Hospital, St. Andrews, 
Fife, Robert Vacy Clifford Ash, M.C.. M.B., Ch.B., D.P.H. 

Broughton-Head.—On October 30, 1961, at Newbury, Leslie Charles 
Broughton-Head. M.B., Ch.B., L.D.S.R.C.S., aged 83. 

—. October 28, 1961, James Carr Brundret, M.B., Ch.B., 

Carmichael.—On October 27, 1961, at 30 Inverleith Row, Edinburgh, 
James Laurin Carmichael, M.B., Ch.B. 
vies.—On October 27, 1961. David Davies, M.R.C.S., L.R.C.P., of 14 
Neath Road, Resolven, Glam, aged 66. 

Gifford.—On October 31, 1961, at 111 Selthurst Road, London S.E., 
Alexander Harold Gifford, M.R.C.S., L.R.C.P. 

Grant.—On November 8, 1961, at Canterbury Hospital, Robert Alfred 
Grant, M.R.C.S., L.R.C.P., of Minster, Ramsgate, Kent. 

Greenbaum.—On November 1, 1961, at 21 Alness Road, Whalley Range, 
Manchester, Franz Max Greenbaum, M.D. 

Jones.—On November 1, 1961, at Newtown, Montgomeryshire, Ivor John 
Jones, M.B., B.S., D.P.H., aged 57. 

Moran.—On October 31, 1961, at Road, Middlesbrough, 
Thomas Francis Moran, L.R.C. P.& 

O’Brien.—On October 9, 1961, hwo Patrick O’Brien, M.B., B.Ch., of 
“The Homestead,” West Park Road. St. Helens, Lancs., aged 3, 

Ormond.—On October 29, 1961, at Winchcombe Hospital, Sydney James 
Ormond, M.D., of Little Buckland House, Broadway, Worcestershire. 

Riggall.—On October 31, 1961, in Grimsby, Paul Rigauld Riggall, 
WRCS.. 

Speares.—On October 22, 1961, at Carylls, Faygate, Sussex, John Speares, 
M.D., F.R.C.P.1., late of Merrion Square, Dublin. 

Standish-White.——On October 14, 1961, Robert Standish-White, C.B.E., 
L.R.C.P.&S.1., F.R.C.S.1., of Rathbeggan, Heyman Road, Bulawayo, 
S. Rhodesia, aged 73. 

Waring.—On November 1, 1961, at her home, The Croft, Hyden Heath, 
Godalming, Surrey, Katherine Ada Waring, M.B., B.S. 

Wellington.—On October 26, 1961, at his home in Nice, France, Arthur 


Robartes Wellington, C.M.G., MR.CS., L.R.C.P., D.P.H., aged 83. 
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Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 


Iodide in Prophylaxis Against Iodine-131 


Q.—Is there any substance which can be taken as a 
prophylactic against absorbed iodine-131? It has been 
stated that potassium iodide by mouth will give protection— 
is this so? 

A.—The consumption of iodized salt containing less than 
0.01% iodide (equivalent to, say, 1 mg. iodide daily) affects 
the uptake of radioactive iodide by the thyroid only 
occasionally." On the other hand chronic iodide admini- 
stration in standard pharmacological dosage may reduce 
the uptake even for some weeks after ceasing to take the 
iodide." A single dose of 200 mg. (3 gr.) of iodide has a 
transient effect lasting a few days. Thus with adequate 
initial loading with potassium iodide and a smaller daily 
maintenance dose it should be possible to reduce the thyroid 
uptake of iodine-131 from contaminated food to a fraction 
of what it would otherwise be. 

The question, however, implies that some benefit will 
accrue from lowering the concentration of iodine-131 in 
the thyroid in this way, the benefit being a reduction in the 
probability of induction of cancer of the thyroid. It should 
therefore be emphasized that at the level of iodine-131 in 
milk which the Medical Research Council regards as 
allowable® this probability is so very small that there should 
be no measurable increase in the numbers of cases of 
thyroid cancer, even in a population of 50 million. Thus, 
without going into the questions of whether injurious side- 
effects from chronic iodide administration do or do not 
occur, and the level of dosage required to produce such 
effects, it may be concluded that there is no clinical 
justification for prophylactic iodide treatment under present 
conditions. 

REFERENCES 


. S. C. (Editor), The Thyroid: a Fundamental and Clinical Text, 
55. Cassell, London. 

2 Johnson, A. and Pochin, E. E., Lancet, 1961, 2, 1097. 

3 Medical Research Council Committee, Brit. med. J., 1961, 2, 1143. 


Antistreptolysin Titre 


Q.—If the antistreptolysin titre is negative, or within 
normal limits, can one conclude that a recent febrile illness 
was not rheumatic fever? In other words, does a negative 
antistreptolysin titre exclude the possibility of recent 
rheumatic fever? What is the value of the antistreptolysin 
titre in clinical medicine ? 


A.—The antistreptolysin O titre is not invariably raised 
in patients with acute rheumatic fever, Titres above 200 
(the usually accepted upper limit of normal) are found in 
only about 80% of such patients, If the investigation of 
antibodies be extended to those against other streptococcal 
antigens, such as hyaluronidase and streptokinase, evidence 
of a recent streptococcal infection can be obtained in almost 
100% of such cases.’ 

The principal value of the antistreptolysin titre in clinical 
medicine is the indication it provides of a recent infection 
by a & haemolytic streptococcus. With the above-mentioned 
reservation it is of undoubted help in the diagnosis 
of rheumatic fever or other post-streptococcal states—for 
example, acute glomerulonephritis. Serial estimations of the 
titre are also of value in controlling the efficacy of anti- 
streptococcal prophylaxis. 

REFERENCE 


1 Stollerman, G. H., Lewis, A. J., Schultz, I., and Taranta, A., Amer. J. 


Med., 1956, 20, 163. 


Chronic Latent Tinea Infection 


Q.—How can underclothes and footwear be sterilized in 
order to break the cycle of recurrent tinea cruris and pedis 
over several years, during which there has been no exposure 
to outside reinfection ? 


A.—The recurrences here are probably recrudescence of 
chronic latent infection. If it cannot be eradicated, perhaps 
from nails or outer toe clefts, by griseofulvin and local 
measures some such maintenance therapy as fungicidal foot- 
powders are desirable. Clothes and footwear can be 
sterilized by sealing in a box with formalin tablets for 48 
hours. The articles must subsequently be exposed to the 
air for a few days to get rid of the formalin, which might 
irritate the skin. 


Turner’s Syndrome 


Q.—Wiat is the aetiology of Turner’s syndrome? What 
are its clinical manifestations, prognosis, and treatment? 


A.—In normal somatic cell division a mother cell 
produces two daughter cells with identical chromosomal 
make-up. Sometimes mistakes occur and in non-disjunction 
both chromosomes of a pair go to one daughter cell and 
none to the other. When this happens at meiosis with 
respect to the sex chromosomes the gametes will contain 
either two sex chromosomes or none at all. Individuals in 
whom this abnormal cell division has occurred, though them- 
selves perfectly normal and in most cases mated to normal 
people, will produce sexually aberrant children if the 
abnormal gametes happen to be fertilized (all their gametes 
are, of course, not abnormal). The possible combinations 
are indicated in the two diagrams : 

Norma! male gametes 

x Y 

xo YO 


Abnormal female gametes — 
XX | XXX XXY 


Abnormal male gametes 


XY Oo 
x XXY xO 

Normal female gametes os 
x XXY XO 


Individuals who are XO suffer from Turner’s syndrome 
and have 45 instead of 46 chromosomes. Those who are 
XXY have 47 chromosomes and develop Klinefelter’s syn- 
drome, while those with XXX are abnormal females, and 
YO are almost certainly inviable. 

The Turner patients, because they are XO, are usually 
chromatin-negative (that is, male-like), and the presence 
of a single X chromosome is strongly supported by the 
fact that the patients often have red-green colour-blindness 
—in normal women this condition is very rare since the 
second X masks it. 

There are two other important considerations in the 
syndrome. First, on account of sex-chromosome mosaicism 
not all the patients are in fact XO. This is because in 
some or all of their tissues there are cells with two or more 
differing chromosomal constitutions. Thus we may have 
XO/XX or XO/XY or XO/XYY mosaics, and this will be 
reflected in bimodal distributions of chromosome counts in 
cells. Secondly, some patients with Turner’s syndrome do 
have the normal complement of 46 chromosomes. The 
explanation for this is probably that one of the Xs is struc- 
turally altered, being formed from a misdivision of the 
centromere, which instead of splitting longitudinally, as is 
usual, splits transversely (an isochromosome), 

Further details may be obtained from a paper by P. E, 
Polani.’ 

The syndrome described by Turner consists of gonadal 
aplasia and stunted growth in girls. Stunting is invariable. 
Most affected girls attain a height of no more than 50 to 58 
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inches (1.3-1.5 m.). The facial appearance is as mature as 
would be expected for the age of the patient, although 
there may be some underdevelopment of chin and mandible. 
There is a complete failure to develop the female secondary 
sex characteristics, and the nipples, breasts, vagina, and 
uterus remain infantile in appearance. Sexual hair, how- 
ever, is usually developed by the age of 14 to 16 years. 
Other characteristics are webbing of the skin of the neck 
and often coarctation of the aorta with some degree of 
hypertension, which is not necessarily due to the coarctation. 
Details of treatment may be obtained from Lawson Wilkins’s 
book.’ _—In outline, cyclical therapy with oestrogens and 
progesterone may be worth-while from the age of 12 or 14 
years onwards in order to produce periods, but it is some- 
what doubtful whether any present-day therapy is of real 
value. 

REFERENCES 


1 Polani, P. E., Brit. 1961, 17, 200. 
2 Wilkins, L., Di t of Endocrine Disorders in Child- 
hood and Adolescence, Blackwell, Oxford. 


and 
1957. 


Hyperthermia for Rheumatic Complaints 


Q.—Is hyperthermia, in which the whole body tempera- 
ture is raised, as a treatment for rheumatic complaints ever 
used nowadays ? 


A.—It is used very seldom. The chief indication for 
hyperthermia used to be in gonococcal arthritis, which is 
now satisfactorily treated by antibiotics. It is still some- 
times used in Reiter’s syndrome, the patient’s temperature 
being raised by intravenous injections of T.A.B. 


Black Widow’s Might 


Q.—The bite of spiders produces rapid and complete 
paralysis of insects’ musculature. What is the toxin or 
venom that is injected by the spider's bite ? 


A.—Most of the scientific studies of spider venom have 
concerned those species harmful to man, and a great deal 
of the work is on toxic symptoms, pathology, and treat- 
ment. The venom of the black widow spider, Latrodectus 
species, contains neurotoxins said to be fifteen times stronger 
than rattlesnake venom and thought to be toxalbumins.’ 
Electrophoretic analysis of the venom of L. tridecimguttatus 
showed that it contains six different proteins as well as two 
other constituents, probably amino-acids.” Studies on the 
Brazilian spiders Lycosa raptora and Ctenus nigriventer 
have shown that their venoms have proteolytic action, rather 
similar to hyaluronidase.* From these investigations it 
seems that spider venoms are mixtures of complex toxins 
not well understood. 
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NOTES AND COMMENTS 


Progesterone Deficiency and Abortion.—Dr. G. I. M. SwyeR 
(London N.W.1) writes: Though | agree with the general thesis 
of your expert in replying to the question on progesterone 
deficiency and abortion (‘* Any Questions?’ October 21, 
p. 1095), I would point out that diabetes, unless uncontrolled, is 
not a cause of abortion, and I would question whether 
progesterone deficiency is unimportant as a causal factor. True 
it is that detection of this deficiency raises problems, and 
pregnanediol determination is scarcely a practical way to solve 
them, if only because of the long time which must elapse between 
beginning the 24-hour urine collection and obtaining the labora- 
tory result. On the other hand, the use of the pyknotic index 
of the vaginal smear or of the fern crystallization test in cervical 
mucus obviates this difficulty and is claimed to be of real value 
in this problem. Thus, Langer and Hochsteadt,' who regard 
a pyknotic index of less than 20%, with most cells folded and 
clumped or a markedly cytolytic picture, as characteristic of 


normal pregnancy, found 128 patients (81% of a series) who had 
had at least three consecutive abortions within the first four 
months of pregnancy and in whom anatomical factors had been 
excluded to have progesterone insufficiency. Admittedly this 
seems to be a high figure. Using the cervical mucus fern test, 
Jacobson? found a positive result, believed to indicate 
progesterone insufficiency, in 59% of 949 pregnant patients. 
Abortion threatened in 19% of these patients—three times more 
often than in the negative patients. 


Mr. A. SHARMAN (Royal Samaritan Hospital for Women, 
Glasgow) writes: May I be allowed to add briefly to your 
expert’s reply to the question of progesterone deficiency and 
abortion (‘* Any Questions ? ** October 21, p. 1095)? Treatment 
of habitual abortion with progesterone is regarded with suspicion 
because of conflicting results after indiscriminate use of the 
hormone. Progesterone deficiency has been assessed by vaginal 
smears and, as indicated by your expert, pregnanediol excretion 
has also been used. With regard to the latter, Russell et al.* 
were unable to make any prediction of impending abortion from 
a large number of cases of early pregnancy. Macdonald and 
Sharman‘ also found that serial pregnanediol estimations bore 
no relation whatever to the subsequent outcome of the 
pregnancies. However, a simple method of selecting patients 
suitable for progesterone therapy has been described by these 
latter authors, using cervical-mucus smears. Two or more 
unstained dried smears showing salt crystals or ‘* ferning ’’ under 
the low-power microscope indicate an oestrogen-progesterone 
imbalance which carries an approximately 50% risk of abortion 
in any patient. These patients responded extremely well to 
progesterone therapy, and prolonged trial along these lines has 
proved the real value of progesterone. Conversely, unless the 
foetus is abnormal the absence of “ ferning’’ carries a good 
Prognosis without any treatment. This method of selection is 
suitable for general use, since the test and the interpretation of 
the findings are both very simple. Jacobson,® in a study of 385 
cases in the first and second trimesters of pregnancy, has 
confirmed these findings. 


Our Expert replies: Dr. Swyer and Mr. Sharman provide 
useful additions to a brief reply about a patient who did not 
qualify as a habitual aborter. Diabetes and pre-diabetes do 
cause abortion, more often from being undiagnosed than from 
being uncontrolled. The value of progesterone in threatened 
abortion is difficult to evaluate because it is often impossible to 
differentiate clinically at the time between the threatened abortion 
of a living pregnancy and the threatened expulsion of an already 
dead pregnancy. Progesterone deficiency has not been proved 
to be an important causal factor, as opposed to a concomitant, 
of threatened or habitual abortion. As Dr. Swyer says, the pro- 
portion of women said to have been shown to have progesterone 
deficiency is high, yet he himself has shown that the spontaneous 
cure-rate in habitual abortion is even higher. 
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Correction—We regret we wrongly stated (November 11, 
p. 1299) that the Ciba Foundation would be publishing the 
Proceedings of the symposium on hypertension and coronary 
disease held by the Chelmsford Medical Society and the Mid- 
Essex Division of the B.M.A. It is Ciba Laboratories Ltd. 
which is assisting with the publication of the Proceedings. 


All communications with regard to editorial business should be addressed 
to THE EDITOR, BrittsH MEDICAL JouRNAL, B.M.A. House, Tavistock 
Souare, LONDON W.C.1. TeLepHone: EUSTON 4499. TeLrGRAMS: 
Aitiology, Westcent, London. ORIGINAL ARTICLES AND LETTERS 
forwarded for publication are understood to be offered to the British 
Medical Journal alone unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.MA_ House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors overseas should indicate on MSS. if reprints are required, as 
Provts are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement Manager, 
B.M.A_ House, Tavistock Square, London W.C.1 (hours 9 a.m. to 
5 p.m.) TELEPHONE: EUSTON 4499. 
Westcent, London. 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of 
the Association TeLepHONE: EUSTON 4499. TELEGRAMS: Medisecra 


TELEGRAMS: Britmedads, 


Westcent, Lonaon. 
B.M.A. SCOTTISH OFFICE: 7 Drumsheugh Gardens, Edinburgh. 
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Mate 


Evening Surgery is finished, 

Go and get the puppy’s lead, 

Seek the goodness of a Guinness — 
It’s the very thing you need. 


after work you need a 


GUINNESS 
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HIGH BLOOD LEVELS 
EFFICIENT ABSORPTION 
LONG DURATION 


‘PENSPEK’ tablets 


Available in one strength only-125 mg. Dosage: One tablet 
six to eight hourly. Basic N.H.S. Cost of 12 tablets from 
a dispensing pack of 100~7s. 1d. 


Presented as granules to which 36 ml. water is added 
to produce a palatable syrup. Each 5 ml. teaspoonful 
contains 62.5 mg. Dosage: One or two 5 ml. teaspoon- 
fuls six to eight hourly according to age. Basic N.H.S. 
Cost for 12 dose bottle of 60 ml. (2 fl. oz.)—6s. 8d. 


Broadway House, The Broadway, Wimbledon, London, S.W.19. Tel. LIBerty 6600 
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Rapid relief 


this winter for 


COUGHS 


Nov. 25, 1961 


ADAPRIN 
Tablets for Chilblains 


Among predisposing factors to chilblains are assumed 
to be defective peripheral circulation and diminished 
coagulability of the blood. 

Each Adaprin tablet contains nicotinamide (50 mg.) and 
acetomenaphthone (10 mg.) as the logical drugs to 
counteract these defects. Nicotinamide is preferred to 
nicotinic acid because of the unpleasant symptoms of 
rapid vasodilatation associated with the latter compound. 
Adaprin is non-toxic and may safely be given to children 
and adults for long periods for prevention. Relief from 
existing chilblains may be expected in a few days. In 
containers of 25, 100, and 500 tablets. 


CHILBLAINS 


FULTON HOUSE, 


PAVACOL 
Syrup and Pastilles for Coughs 


Pavacol Syrup (/mproved Formula)—a distinctively flavoured cough 
remedy containing papaverine and pholcodine. Papaverine relaxes 
the bronchi by direct action. Pholcodine, the new ingredient, is a 
central cough suppressant which is as effective as heroin (diamor- 
phine), but without the disadvantages of that dangerous drug. 
Pholcodine is much less toxic even than codeine, and it does not 
cause constipation. Pavac>l Syrup and Pavacol Diabetic Syrup are 
supplied in bottles of 4, 16 and 80 ozs. 


Pavacol Pastilles—-contain the powerful, wide-range, quaternary 
ammonium antiseptic, Octaphen, together with the antitussive 
compounds, pavaverine and codeine, and the demulcents and volatile 
oils present in Pavacol Syrup. For the prophylaxis and treatment of 
bacterial and fungal infections of the mouth and throat- and for 
symptomatic treatment of cough. In tins of 24 pastilles. 


WARD, BLENKINSOP & CO. LTD. 


EMPIRE WAY, WEMBLEY, MIDDLESEX 


Telephone: WEMbley 8686 


fibrositis, sciatica, muscu- 
Sern ligaments, wit. It is available 
chemists, electrical and department sane 


RHEUMATISM ? FIBROSITIS ? 


MAKE 


PHILIPS 
INFRAPHIL 


YOUR ALLY! 


When patients are suffering from painful rheumatic 
conditions, remember you have an excellent ally in 
Philips ‘Infraphil’. For the ‘Infraphil’ provides 
infra-red heat in its most compact, most convenient 
form. And its new Concentrated Beam technique 
gives faster, more effective relief right at the centre 
of the pain. No matter where the pain is, it can be 
treated easily with this handy health lamp. So 
prescribe Philips ‘Infraphil’--and you prescribe 

real relief! 


Philips Electrical Ltd., 

Medical Appliances Division, 
Century House, Shaftesbury Avenue, 
London, W.C.2. 
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BEST 


An Insurance Policy with 
my profession’s own Insurance 
Society. I’ve never regretted it. 

They specialise in al 


Non Cancellable With Profit 
SICKNESS AND ACCIDENT INSURANCE, 


LIFE ASSURANCE. 
PERSONAL PENSION POLICIES. 


When you are buying a car why not ask for details of the Hire Purchase Scheme of our subsidiary company—the Medical 
Sickness Finance Corporation of 7 Cavendish Square, London, W.!. Telephone Museum 1686. 


Write to the General Manager and Actuary 


MEDICAL SICKNESS SOCIETY 


7-10 CHANDOS STREET, CAVENDISH SQUARE, LONDON, W.I. 
Telephone: Museum 1686 (10 lines) 


© MEDICAL SICKNESS ANNUITY AND LIFE ASSURANCE SOCIETY LimIiTtres 


: 
- ta | 
5 
INVESTMENT 
\ 
3 } 
i 


2 BRITISH MEDICAL JOURNAL Nov. 25, 1961 


THE MOST TALKED-ABOUT REAR-WHEEL TYRE 


Feel safer—be safer—on Firestone Jown 
THE FIRST AND FINEST REAR-WHEEL TYRE 
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A new advance 


in antitussive therapy 


THORAGOL 


¥ 


LONG ACTING 
NON-TOXIC - NON-CUMULATIVE 


THORAGOL Syrup is an entirely new antitussive compound which 
effectively suppresses the unproductive cough through its action on f 
the ‘cough centre’ of the brain. 


THORAGOL has a novel chemical structure for an antitussive being 
unique as a quaternary ammonium compound. 2-(1,2-diphenylethoxy)- 
ethyltrimethylammonium bromide. 


Clinical trials have shown that THORAGOL effectively suppresses a 
cough for long periods, thus relieving the nervous irritability associated 
with persistent coughing. It is especially useful in providing the patient 
with a good night's sleep free from coughs. No toxic, cumulative or 
other side effects have been noted even when administration is pro- 
longed. THORAGOL Syrup is pleasant in taste and readily accepted 
by children and patients of all ages. 


INDICATIONS 
acute and chronic bronchitis —_ tuberculous cough 
colds and influenza chronic smoker's 
tracheitis cough 
nasopharyngitis “nervous cough” 


BASIC N.H.S. PRICE 3/6d 6 FL. OZ. BOTTLE. 
PRESCRIBABLE ON FORM E.C.10. 


Full descriptive literature and a sample bottle are available from— 


LLOYD-HAMOL LTD. 11 Waterloo Place, London, S.W.1 
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THE MEDICAL SERVICE 
OF THE ROYAL NAVY 


VACANCIES FOR MEDICAL OFFICERS 


The Royal Navy offers Short Service Commissions 
of 3 or 5 years’ duration to registered medical practi- 
tioners. Opportunity exists for transfer to Permanent 
Commission, by selection, after one year’s service. 
There are facilities for postgraduate study and 
training for higher degrees with a view to specializa- 
tion, in the case of officers entered on 5-year short 
service and on Permanent Commissions. Specialities 
include Underwater Physiology, Nuclear and Aviation 
Medicine, as well as the usual clinical subjects. 


Pay: On entry a Surgeon Lieutenant married and 
over the age of 25 years will receive £1,195, with 
annual pay increments thereafter and a_ tax-free 
ration allowance of £112 p.a. if unaccommodated. 
Additional allowances are paid for children’s 
education, disturbances involving essential moves of 
family, and for service overseas. 


Gratuities and Pensions : 
Gratuities are payable on completion of short 
service commissions : 
3 years’ service £1,500 tax free 
5 years’ service £3,000 tax free 
Those officers accepted for Permanent 
Commissions receive £1,500 (Taxable). 
Service becomes pensionable after 16 years. 
For further details apply to: 
The Medical Director-General of the Navy, 
Medical Department (Admiralty), 


Queen Anne’s Mansions, St. James’s Park, 
London S.W.1. 


A new publication 


Diets for Heart Patients 


This leaflet is designed to supplement the doctor’s 
instructions on diet. It contains simpie, pleasant and 
practical diets for those who have to reduce weight or 
who must follow low fat or low sodium diets. 

24 pages Is. 3d. a copy—I0s. for ten 


Order cirect from: 


‘The Chest and Heart Association 
Tavistock House North, Tavistock Square, London, W.C.| 


Handle 


FOR DIAGNOSTIC INSTRUMENTS 


@ No batteries. 
@ Always ready for use. 
from A.C. mains (110-23) 


volts) 
@ Firs all standard diagnostic instrument 
F616. Rechargeable Handle with socket for 
instruments and recharging adapter to fit domectic 
lamp holder (German manufacture). £2. 18s. 64 
F6t7. Interchangeable head-piece with 2.5 vole lamp 
ard lens cap to convert above to pocket torch. 12/6 
F6I4A. Diagnostic Outfit; British manufacture, 
superior quality. Consists of Fourfold Ophthalmo- 
scope, Wappler-type Auriscope, 3 Speculae and spare 
lamps in leather case. Complete with Rechargeable 
Handle (F616). £19. 7s. Od. 
Catalogue of G.P.s' requirements post free on reques, 


HOLBOR 


tS. CHARTERHOUSE STREET, LONDON, €E.C.1 


| 


DISCOUNT 


to readers of British Medical Journal 
Visit our extensive showrooms and buy at special privilege prices. 
Inspect our wide range, or order by post with complete confidence. 


%& Furniture (ali makes) Cu taining 
Refrigerators Electrical Goods 
Wash.ng Machines Bedding 


%& Photographic Equipmen: 
I5°. DISCOUNT ON CARPETS 
24°% discount for hire purchase and no interest charges up to 
12 months. Free delivery up to 50 miles, with small charge beyond. 
Usual maker's guarantees. 


SHOWROOMS: 
47 Lamb’s Conduit St., Holborn, London WC1 HOLborn 4080 
Oven 9.0-6.0 Mon. to Fri. All day Sat. 


FINANCE 


for the acquisition by 
PAYMENTS OUT-OF-INCOME 
of 
SURGERY AND OTHER FURNITURE, SURGICAL 
INSTRUMENTS, MEDICAL TEXTBOOKS, X-RAY 
APPARATUS, MOTOR CARS 


The above list is illustrative only. Under its equipment 
Purchase Plan, the company is prepared to assist doctors to 
acquire ANY article and spread the cost over a period. 


BRITISH MED:CAL FINANCE LTD. 
Tavistock House South, Tavistock Square, Léndon, W.C.1 
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CLASSIFICATION 


and order of appearance 


APPOINTMENTS | 


j | Applicants should state name, address, age. nationality, qualifications, anc 
' enclose (unless otherwise specified) one copy each of 3 recent testimoniais 


| with short statement of experience and appointments held, ee 7 
Applications should be sent at once if no closing date is given. homealone 


House Officers should submit a separate application for each post for which | Trainee General Practitioners 


they apply. Si Locums 
Canvassing of members of the Board or Advisory Appointments Committee Suet Lar ves 


_ will lead to disqualification (Statutory Instrument 1950, No, 1259, N.H.S.). 
SERVICE MEMBERS may have difficulty in supplying recent | 
' testimonials, but this should not deter them from applying. | ee 
under appropriate specialty follow : 
SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF ye a alty headings, as follow 
(a) REGISTRAR : Posts obtained normally not less than one year after full registration acteriology “ Orthopaedics 
as a medical practitioner and held normally for two years: £1,250 in the first year ; £1.400 Bloc. Transfusion Otolaryngology 
in the second and any subsequent years. Deduction of £215 per annum for compulsory Cardiology . 

; _ residence ; £255 per annum for voluntary residence. Casualt Paediatrics 

i (b) SENIOR REGISTRAR: Posts obtained normally not less than three years after full any Pathology 
reg'stration and held normally for four years: £1,500 by £100 to £1,800 in the fourth year ; Chest and Tb. Physical Medici 
thereafter, £1,900 in the fifth and sixth years ; £2,000 in the seventh and eighth years ; £2,100 Dental ysica icme 

4 in the ninth and any subsequent years. Deduction of £250 per annum tor compulsory Dermatol Plastic Surgery 

: residence : £275 per annum for voluntary residence. Geriatri ony Psychiatry 

Other Grades, Whole-time Radiology 

| (a) HOUSE OFFICERS ; Each post in this grade shall be tenable for six months. ste, 4 Radi 
| £675 per annum for the first post held ; deduction of £155 per annum for compulsory Infectious Diseases adiotherapy 

’ | residence or £195 per annum for voluntary residence ; Medicine Rheumatology 

per for the held : of £160 per annum for compulsory Neurology Surgery 

residence or per annum for voluntary residence | Neuro: 

if £825 per annum for the third and any subsequent posts held ; deduction of £165 per Obst on gan Thoracic Surgery 

: ennum for compuisory residence or £195 per anaum for voluntary residence ; stetrics a Urology 
provided that the employing authority (subject in the case of a Hospital Management Com- Gynaecology Venereology 
mittee to the consent of the Regional Hospital Board) shall have discretion to determine in the following order : 
that the remuneration of any officer holding his first post in the National Health Service as a Consultants, Assistant Physicians nail Surgeons 
House Officer shall be £750 per annum if they are satisfied that the officer has held at least Clinical Assistants, Registrars, J.H.M.O.s, 
one hospital post outside, of not less than six months’ duration, involving clinical responsi- Senior House Officers, Home Olices. 
bilities equivalent to those of house posts in the National Health Service and supervised by = “ " 
appropriate specialist staff ; provided further that where a House Officer has previously held = “a * 

a such outside posts the employing authority (subject in the case of a Hospital Management _— Health Biochemists 

| ‘ommittee to the consent of the Regional Hospital Board) shall have discretion to determine overnmental A * 
that his remuneration shall be £825 per annum. Any House Officer who on first appointment Republic of Ireland Situations (Non-med.) 
is paid at the appropriate rate to the second or third post held in accordance with the above P Dispensers, *- 
provision shall be paid at the third post rate for any subsequent appointments in this grade. Oversea Secretaries, etc. 

| SENIOR HOUSE OFFICERS : Posts obtained by fully registered medical practitioners University and 
and held normally for one year only: £1,050 on appointment at age 27 or under ; £1,100 Research Consulting Rooms, etc. 
on appointment at age 28 or over. Deduction of £180 per annum for compulsory residence Personal Houses ard Property 

or £215 per annum for voluntary residence. " A - 

| (c) JUNIOR HOSPITAL MEDICAL OFFICERS : Officers who have held house appoint- Notices ccommodation, etc. 

4 ments but who are not registrars and who have less responsibility than other hospital officers Educational and Miscellaneous 

q ‘of non-consultant status, and who have been appointed for a limited or indefinite period, Lectures Homes . 


} not less than one year after full registration as a medical practitioner: oo by £00 (8) to 
| £1,580. i 1 mpuls residence or £255 per annum | — 
| | £1,580. Deduction of £215 per annum for compulsory residenc per annum tor MEMBERS ABROAD. Copies of vacancies 


voluntary residence. 
dvertised 
Allowances at rates of up to £100 per annum shall be payable to house officers, senior MAIL _ tainimam cost is Ss. ber wee en 


house officers, junior hospital medical officers and registrars occupying posts approved for 
such allowances in peripheral hospitals. 

ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS 
ARE IN ACCORDANCE WITH THE TERMS AND CONDITIONS 


covers up to three 
headings 1s. each. 

Please state type of vacancy and remit to the 
Advertisement Manager, B.M.J. 


OF SERVICE OF HOSPITAL MEDICAL STAFF (3/3/61) 


“ BRITISH MEDICAL JOURNAL” 


ASSISTANT EDITOR 

The Council of the British Medical 
Association invites applications from 
registered practitioners for the appoint- 
ment of a Medical Assistant Editor to 
the Britis 1 Medical Journal, In the first 
instance the appointment will be for six 
months on a probationary basis at a 
salary of £2,075 a year, rising by annual 
increments of £125 to £3,200 a year. In 
exceptional circumstances the initial 
salary may be above the minimum of 
the scale. The Association superannua- 
tion scheme will apply on substantive 
appointment. Candidates must present 
evidence of literary ability and/or 
journalistic experience. A knowledge of 
one or more foreign languages is desir- 
able. Applicants should not be older 
than 45 years and should send full par- 
ticulars of qualifications and experience, 
together with the names and addresses of 
three persons to whom reference may be 
made, to the Editor of the British Medi- 
cal Journal, B.M.A. House, Tavistock 
Square, London W.C.1. not later than 
December 16. 1961. Envelopes should 


be marked “British Medical Journal— 
Assistant Editor.” 


For charges of 
CLASSIFIED ADVERTISEMENTS 
kindly refer to page 68 


PRACTICES (Executive Councils) 


For vacancies (except those in Scotland) apply on 
Form E.C.16A, obtainable from the Executive 
Council. Mark envelope ** Vacancy.” 


APPLICATIONS ARE INVITED FOR’ THE 
general practice vacancy at Cymmer and Glyn- 
corrwg in the Glyncorrwg Urban District. (Inter- 
mediate area.) Form E.C.16A, for the purpose of 
making application, and all Known particulars will 
be supplied by W. Brynmor Samuel, Clerk. 
Glamorgan Executive Council, 47 Park Place, Car- 
diff. Applications to be submitted by December 
11, 1961. (8425) 


NATIONAL HEALTH SERVICE 
ARGYLL AND BUTE EXECUTIVE COUNCIL 


Applications are invited from registered medical 
practitioners to succeed to the vacancy which will 
arise in the medical service area of the Island of 
Coll on March 1, 1962. List at October 1, 1961 : 
157. Substantial inducement payment. House 
owned by Council available. Applications, stating 
age, qualifications, and experience, together with 
the names and addresses of two referees, should 
be lodged with the undersigned, from whom full 
particulars of the practice may be obtained. not 
later than December 9, 1961.—J. W. Shankland. 
Clerk, Argyll and Bute Executive Council, Queen 
Street, Dunoon, Argyll. (8531) 


PLAISTOW, London E.13 

Applications are invited for a vacancy due to 
resignation of male practitioner. Designated areca. 
Accommodation available on lease. List at present 
approximately 3,500. Successful practitioner to 
take over on January 1, 1962, if possible. Apply 
on Form E.C.16A, available on application, by 
December 9, 1961, to R. Ducker, Clerk, West Ham 
Executive Council, 235 Romford Road, Forest 
Gate, London E.7. (R509) 


WANDSWORTH (Streatham Hill Area) 


Intermediate “area. Resigning practitioner, 
male. List at present approximately 2,500, Prac- 
tice conducted from two surgeries, both of which 
will be available, one possibly for a limited period 
only. Forms E.C.16A obtainable from the Clerk, 
London Executive Council, Insurance House, In- 
surance Street, W.C.1. Completed applications to 
be received by the Council not later than 12 noon 
on Monday, December 4, 1961. (8510) 


PRACTICES (Offered) 


ESTABLISHED GENERAL PRACTICE. EX- 
CELLENT residence. West Ireland. Probable 
local appointment to practitioner with good hos- 
pital and G.P. experience.—Box PR.1413, B.M.J. 


PRACTICES (Wanted) 


PRACTICE OR PARTNERSHIP IN, OR NEAR, 
Dublin. Reply, in strict confidence, Box PR.1522, 
B.M.J. 


PARTNERSHIPS (Offered) 


FOURTH PARTNER AFTER PRELIMINARY 
assistantship. Semi-rural Norfolk. Unfurnished 
house. Oxford, Cambridge or London graduate 
preferred.—Box PA.1501, B.M.J. 


PARTNERSHIP AFTER PRELIMINARY ASSIS- 
TANTSHIP for young married car owner, prefer- 
ably with D.Obst.R.C.O.G. Outskirts Liverpool. 
—Box PA.1524, B.M.J. 


PARTNERSHIP AFTER SHORT PRELIMINARY 
assistantship. Single-handed practice in North- 
West. Obstetrics. Salary £1,500.—Box PA.1507, 
B.M.J. 


PARTNERSHIP AFTER THREE-SIX MONTHS’ 
assistaniship, East Midlands town. Unfurnished 
house. Starting share £2,000 gross. Married 
Englishman or Scot. G.P. experience and obstet- 
Tic list’ essential. Commence January 1.—Box 
PA.1502, B.M.J. 

IN MAINLY WOMEN S PRAC- 


CE. Pleasant locality, Cardiff.—Box PA.1523, 
MJ. 


PARTNERSHIP OFFERED ON JULY 1, 1962, 
after preliminary assistamtship, starting as soon as 
possible. to male university graduate, preferably 
holding by large partnership 
30 miles north of London. Inclusive salary £1,500 
as assistamt.—Box PA.1515, B.M.J. 


PARTNERSHIP, 50% SHARE AFTER SIX 
months’ assistantship, offered by young pra: 
tioner with expanding practice W.R. Yorkshire. 
Salary during assistantship £1,800 per annum, plus 
flat. British married practitioner, with obstetric 
experience, required.—-Box PA.1S508, B.M.J. 
WANTED, JUNIOR PARTNER AFTER SHORT 
assistantship. Free soon. Obstetrics. Scope. 
Seaside, S.E.—Box PA.1525, B.M.J. 


PARTNERSHIPS (Wanted) 


EXPERIENCED DOCTOR WISHES TO CON- 
TACT principal with very substantial N.H.S. list 
in London. with view to Partnership. Aniple 
capital for house purchase.—Box PA.1517, B.M.J. 


PARTNERSHIP AVTER PRELIMINARY ASSIS- 
TANTSHI? wanted by Scottish graduate, aged 26, 
marricd, Protcstant. car,owner, obstetrics and G.P. 
experience.—Box PA.1516, B.M.J 


ASSISTANTSHIPS VACANT 


Assistant, definite view to right man. Irish 
principal Lincoln, Obstetrics. Salary and 
accommod:tion by arrangement.—Box A.1423, 
B.M.J. 

Assistant required in Lincoln, marricd. £1,500 
inclusive of car allowance. Remt- and rate-frec 
house with garage.—Box A.1409, B.M.J. 

Assistant wanted for general practice, South 
Wales town. Good prospects for suitable man. 
British. Car owner essential. Rota. Salary 
£1,500 inclusive.—Box A.1526, B.M.J. 

Assistant wanted, Nottingham, with definite view. 
Senior partner retiring. Start January 1 or earlier. 
List 5,000.—Box A.1510, B.MJ. 

Assistant, with definite view to partnership, re- 
quired in expanding practice, Leamington Spa. 
Trish, R.C.. Obstetrics. —Apply Drs. Kearney and 
Sheldrick, 21 Sherbourne Place. Leamington Spa. 

Assistant, with view, required multiple practice 
N.W. Durham. Salary by  arrangement.—Box 
A.1518, B.MJ. 

Assistant with view, male or female. Essex, 15 
miles from London. Obstetrics. Salary £1,750 and 
car allowance.—Box A.1431, B.M.J. 

Liverpool. Either sex. Car owner. Good rota. 
£1,600 to commence.—Box A.1509, B.M.J. 

Wanted, Assistant for partnership practice, semi- 
rural Derbyshire. male or female. Obstetric ex- 
perience desirable. Generous off-duty. Com- 
mencing salary £1,600 inclusive.—Box A.1402, 
B.M.J. 

Young Assistant, with view, wanted for partner- 
ship in York. Start January, 1962. Hospital and 
obstetric experience essential. Salary £1,500 per 
annum. Apply, with full particulars, to Box 
A.1403. B.M.J. 

£1,500. Assistant required to partnership. Free 
furnished flat available. Midlands.—Box A.1321, 


.M.J. 

£1,600. Warwickshire. Assistant wanted. Semi- 
rural. Rate/rent-free modern house with garden. 
Two partners. Work light.—Box A.1527, B.M.J. 


ASSISTANTS AVAILABLE 


Bart’s graduate, 27, married, Protestant, H.P., 
H.S., paediatrics, obstetrics, seeks opening in 
group practice. Wife qualified—Box A.1503, 
B.M.J. 

Experienced English male practitioncr, MB., 
M.R.C.P., available evening surgcrics. Central 
London.—Box A.1504, B.M.J. 

» Finchley Road distzict. [English male (1939) 
seeks surgeries, short/long term.—Box A.1529, 
B.M.J. 

Indian G.P., medicine, surgery, casualty, 
ophthalmology (Britain) expericnee. Preferably 
with view.—Box A.1511, B.MJ. 


BRITISH MEDICAL JOURNAL 


L.R.C.P.&S.1., 1956, requires Assistantship with 
view, London area (Home Counties with accom- 
modation). Two years’ G.P. experience, Obstetric 
list, British. Car owner, Married, 45.—Box 
A.1505, B.M.J. 

Work, with time for study. Accommodation 
required. Terms by arrangement. English. G.P. 
experience.—Box A.1528, B.M.J. 

MEVICAL PRACTICES ADVISORY 
BUREAU 


Appointments Information Service 
Doctors seeking information about openings in 
the various fields of medical practice. or introduc- 
tions as locums, assistants Or partners, are invited 
to address inquirics to the Medical Director, 
Medical Practices Advisory Bureau, at : 
B.M.A. House, Tavistock Square. London 
W.C.1. Telephone number : Euston 5601/2. 
33 Cross Street. Manchester. Telephone 
number : Deansgate 3691. 
7 Drumsheugh Gardens, Edinburgh 3. Tele- 
phome number : Caledonian 7184. 
9 Lynedoch Crescent, Glasgow C.3. Tele- 
phone number : Douglas 1862. 
The services of the Medical Practices Advisory 
Bureau are free to Members of the Association 
(except in the case of some vacancies overseas). 


TRAINEE GENERAL 
PRACTITIONERS (Vacant) 


Marylebone. Wanted, Trainee, male/female. 
Partnership of two.-—Box T.1130, B.M.J. 

Required, Trainee, either sex, London S.E.6, old- 
practice. Car owner.—Box  T.1531, 


TJrainee for South London partnership. Live out. 
—Dr. Claydon, 50 Half Moon Lane, S.E.24. 
BRIxton 6138. 

Trainee, London W.k. Live out. Ample free 
time. £1,370, to include car allowance.—Box 
T.1520, B.M.J. 

Trainee, male/female, required. Three pzartners, 
secretary, central premises. Rota. Direct pathology 
and x-ray facilities. Ample study time. House 
available. Birmingham.—Box T.1519, B.M.J. 

Trainee required December-January. Partner- 
ship of three. West Midland town and country 
practice. Good all-round experience. N.HS. 
scale. Furnished hs ped available. Rota operating. 
—Box T.1512, 

Trainee ‘Yanuary. Country practice. 
Three partners. Shropshire. Midwifery. Some 
dispensing _ patients. Rota. Accommodation 
arranged.—Box T.1308, B.M.J. 

Trainee required, male, in New Forest coastal 
practice. Three partners. G.P. hospital with mid- 
wifery beds.—Box T.1530, B.M.J. 

Trainee required. Partnership of two. Pleasant 
country town in Wye Valley. Modern well- 
equipped = surgery G.P. hospital. First-class 
maternity practice. Good professional and social 
amenities. Rota system operating. Maximum 
salary and allowances.—Box T.1514, B.M.J. 

Trainee vacancy. British. Male or female. 
Kingston-upon-Thames partnership. One week-end 
“on” in five. Adequate study time. Three of 
last five trainees gained diplomas. Full hospital 
and modern practice facilities, including S.R.N.— 
Box T.1513, B.M.J. 

Traince vacancy now. Cambridge. 3,500 list. 
Husband /wife partnership. Ample opportunity to 
atuend Cambridge Postgraduate Medical School. 
Live out.—Dwyer-Joyce, Histon. Cambridge. 
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Trainee wanted, male. practice. Evangeli- 
cal Christian—Knappett, Litcham, King’s Lynn. 

Trainee, with car, requi in February, in 
Shropshire country town. Two partners. Excellent 
general and midwifery experience. Ample leisure 
N.H.S. scale.—Box T.1404, B.M.J. 

Vacancy for Trainee from January 1, 1962, in 
rural practice of three principals in the New Forest. 
—Applications to The Surgery, Pemberton Road, 
Lyndhurst. Tel. No. Lyndhurst 89. 

Vacancy now, near London. Sinzle woman or 
married couple. Small furnished flat and garage 
available.—Box T.1532, B.M.J. 

Newcastle Regional Hospital Board and Durham 
County Executive Council 


Combined Training in Hospital and Generat 
Practice 


Applications are invited from fully registered 
practitioners for a two-year training in hospital 
and general practice, based at Dryburn Hospital, 
Durham, and Durham City district. The success- 
ful candidate will spend approximately one year 
as a Registrar in the various departments of the 
Dryburn Hospital, Durham, an acute general hos- 
pital of 304 beds, interspersed with periods of 
trom one to two months acting as a trainee general 
practitioner to a local doctor. Married or single 
accommodation will be made availabic. While 
training in hospital the salary will be as follows : 
first year, £1,250 per annum ; second year, £1,400 
per annum. While training in gencral practice 
the salary will be at the rate of £1,150 per annum. 
Applications, giving details of previous expericnce 
and the names of two referees, should be submitted 
by December 9, 1961, to the Secretary, Durhara 
County Executive Council, Green Lane, Old Elvet, 
Durham, from whom further particulars can be 
obtained if required. 


LOCUMS (Vacant) 


Locum some nightwork and odd weck- 
ends. Rent-free flat available. —Box L.1533, B.M.J. 


LOCUMS (Available) 


Coventry or Bedworth. Night calls between 8 
p.m. and 8&8 a.m., also occasional day work.—Box 
L.1534, B.M.J. 

Experienced G.P.,  anaesthctic qualification, 
Pakistan origin, U.K. citizenship, available in- 
definite period Locum) Assistamtship.—Tel. Luton 
7211 or Box B.M.J. 

Young Doctor with experience of rural county, 
suburban, industrial. and Jamaican practice would 
like Locum in good part Central London Decem- 
ber/January. Public school. Car. Terms bv 
arrangememt.—Box L.1541, B.M.J. 


SITUATIONS (Wanted) 


Recent D.M.R.D. graduate available for fuil- 
or part-time work, London area _ preferred.—Box 
S.1535, B.M.J. 

Woman Radiologist, M.B., B.S... D.M.R.E. 
(Bombay), seeks — post, one year.—Das, 
5 Acacia Road, N.W.8 


INDUSTRIAL APPOINTMENTS 


Attention is drawn to the British Medical Associa - 

tion’s statement of policy on the Remuneration of 

Industrial Medical Officers (as revised in the light 

of the Report of the Royal Commission on Doctors’ 

and Dentists’ Remuneration, 1960, and approved 

by the Representative Body, 1961), waich is avail- 
able on request from the Secretary. 


IMPERIAL CHEMICAL 


services. 


reference No. 624b. 


WILTON WORKS 


invite applications for the post of full-time 


WORKS MEDICAL OFFICER 


The successful applicant will be responsible to the Senior 
Medical Officer and will undertake the normal duties of an industrial 
medical officer. He will work in a large, recently opened, Medical 
Centre which contains the latest equipment for basic and ancillary 


Salary will be commensurate with age and experience, but not 
less than the B.M.A. recommended rate. 

Experience in any of the following :—general practice ; 
casualty work ; the Services ; Industrial Medicine and/or D.P.H., 
D.I.H., or other postgraduate qualifications, would be an advantage. 

An application form, together with further particulars, may be 
obtained from the Staff Manager, Imperial Chemical Industries 
Limited, Wilton Works, Middlesbrough, Yorkshire, quoting 


INDUSTRIES LIMITED 


(8163) 
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Industrial Appointments—contd, 


APPOINTED FACTORY DOCTORS 

FACTORIES ACTS, 1937 to 1959 
The following appointment as Appointed Factory 
Doctor is vacant : Caton, in the County of Lanca- 
shire. Applications, which should be received not 
later than December 9, 1961, should be sent to 
H.M. Chief Inspector of Factories, 19 St. James's 
Square, London S.W.1. (8489) 


APPOINTMENTS 
ANAESTHETICS 
MANCHESTER REGIONAL HOSPITAL BOARD 


Additional maximum part-time 
CONSULTANT ANAESTHETIST 
to the Oldham and District Group of Hospitals ; 
sessions at Oltham Royal Infirmary and Oldham 
and District General Hospital. Wide experience. 
F.F.A. essential. Appointee to live in area. Ap- 
plication forms, from the Senior Administrative 
Medical Officer to the Board, Cheetwood Road, 
Manchester 8, to be returned by December 12, 
1961. (8386) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


ANAESTHETISTS 
required temporarily to cover a total of four half- 
days a week in Consultant vacancies at Hounslow 
Hospital (75 acute beds). Appointment for one 
year in first instance, after which developments in 
Group might require appointment of whole-time 
(or maximum sessions part-time) Consultant. Re- 
muneration at appropriate locum rate. Hospital 
may be visited by direct appointment (Tel. 
Hounslow 4448). Application forms obtainable 
from the Secretary, North-West Metropolitan 
Regional Hospital Board, 40 Eastbourne Terrace. 
W.2. Returnable before December 9, 1961. (8451) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
LOCUM FOR CONSULTANT ANAESTHETIST 
required from February 5 to March 23, 1962, in- 
clusive, for the Lincoln Group of Hospitals. Re- 
muneration according to status. Apply to Secre- 
tary, Sheffield Regional Hospital Board, Old Ful- 
wood Road, Shefficid 10, naming two 

) 


« WESSEX REGIONAL HOSPITAL BOARD 


PART-TIME LOCUM TENENS CONSULTANT 
OR SHMO. IN ANAESTHETICS 

(eight sessions weekly) required for approximately 
six months in the Bournemouth and East Dorset 
Group of Hospitals. The successful candidate will 
be required to take up the appointment on January 
5, 1962. Applications (four copies), stating age, 
qualifications and experience, to Secretary, High- 
croft, Romsey Road, Winchester, by a 

(8265) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Poote Gencral Hospital, Poole, Dorset 


Apolicrtions are invited for the apnointment of 
RESIDENT ANAESTHETIC REGISTRAR 
The post, which becomes vacant on January 1, is 
tenable for one year in the first instance and is 
recognized for the D.A. and F.F.A.R.C.S. An 
unfurnished flat is available. Arrangements could 
be made for the successful applicant to attend the 
Regional course for the primary F.F.A.R.C.S. at 
Southampton. Forms of application, obtainable 
from the Group Secretary, H.M.C. Office, Royal 
Victoria Hospital, Shelley Road, Boscombe, 
Bournemouth, Hants, should be returned to him, 
duly completed, by not later than December 2, 
1961. (7901) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


ANAESTHETIC REGISTRAR 
Ipswich and East Suffolk Hospital. Recognized 
for D.A. and F.F.A. Experience in chest anaes- 
thesia and with respiratory unit available. Appoint- 
ment for one year, renewable for second year. 
Applications, stating age, expericnce, and names 
of two referees, to S.A.M.O., 117 Chesterton Road, 
Cambridge, by December 11, 1961. Candidates 
invited to visit hospital by direct arrangement with 
H.M.C. Secretary, Broughton House,’’ Broughton 
Road, Ipswich. (8266) 
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IMPORTANT NOTICE 


-APPOINTMENTS 
Medical practitioners are requested 
not to apply 
for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A. House, Tavistock Square, 
London W.C.1, to learn the views of the 
Association regarding the terms and con- 
ditions of service pertaining to the 
appointments. Medical practitioners are 
requested not to apply for, accept, or sit 
on Interview Boards for any of the Irish 
appointments without first communicat- 
ing with the Medical Secretary of the 
Irish Medical Association, 10 Fitzwilliam 
Place, Dublin. 
UNIVERSITY OF CAMBRIDGE 
Professor of Pathology, 
University Demonstrator in Pathology. 
REPUBLIC OF IRELAND 
Army Medical Services. 
Portiuncula Hospital, Ballinasloe, Co. Galway, 
Resident and Visiting Medical Staff. 
LOCAL APPOINTMENTS COMMISSION 
All County Physician posts. 
All County Surgeon posts, 
All Local Authority Radiologists posts. 
Cork Health Authority, 
Paediatricians (part-time). 
Physician, St. Finbarr’s Hospital, Cork 
Donegal County Council, 
Obstetrician /Gynaecologist. 
Department of Social Welfare, Dublin, 
Medical Referee. 
Meath County Council, 
Assistant Orthopaedic Surgeon. 
UNIVERSITY OF HONG KONG. 


By Order of the Council, 
D. P. STEVENSON, 


November 20, 1961. Secretary. 


LIVERPOOL REGIONAL HOSPITAL BOARD 


Sefton General and Alder Hey Children’s Hospitals 


Applications are invited for the post of 

ANAESTHETIC REGISTRAR 
with duties mainly at Sefton General Hospital, but 
with some duties at Alder Hey Children’s Hospital. 
Both hospitals are recognized for the F.F.A. and 
D.A., and are used for teaching purposes for the 
University postgraduate courses. Forms of appli- 
cation, from Dr. T. Lloyd Hughes, Senior Admini- 
strative “‘edical Officer, Liverpool Regional Hos- 
pital Board, 55 Castle Street, Liverpool 2, to be 
returned not later than December 9, 1961.—Vincent 
Collinge, Secretary to the Board. (8390) 


NORTH-EASTERN REGIONAL 
BOARD, Scotland 


HOSPITAL 


Applications are invited for the post of 
SENIOR REGISTRAR IN ANAESTHETICS 
on the staffs of the Aberdeen Teaching Hospitals. 
Candidates preferably should hold a higher quali- 
fication in anaesthetics. Applications, giving the 
names of two referees, should be submitted, by 
December 9, 1961, to the Senior Administrative 
Medical Officer, 1 Albyn Place, Aberdeen, from 
whom further particulars and a form of application 
may be obtained. (8511) 


ST. ALBANS CITY HOSPITAL (394 beds) 
St. Albans, Herts 


LOCUM TENENS ANAESTHETIC REGISTRAR 
required from December 10 to 23, 1961, inclusive. 
Post recognized for F.F.A.R.C.S. and D.A. Ap- 
plications to Secretary, Mid-Herts Group Hospital 
Management Committee, Bleak House, Catherine 
Street, St. Albans. (7568) 


THE BOARDS OF GOVERNORS OF 
HAMMERSMITH HOSPITAL AND QUEEN 
CHARLOTTE’S AND CHELSEA HOSPITALS 

(Joint appointment) 


WHOLE-TIME REGISTRAR (Anaesthetics) 
required. Appointment tenable for two years from 
March 1, the first six months at Hammersmith 
Hospital and the Postgraduate Medical School 
(non-resident), the next year at Queen Charlotte's 
and Chelsea Hospitals (preferably resident), return- 
ing to Hammersmith Hospital and the Postgraduate 
Medical School for the final six months. Detailed 
applications, naming two referees, to Secretary, 
the Board of Governors, Hammersmith Hospital. 
Du Cane Road, London W.12, by nee = 

(8348) 


THE UNITED LEEDS HOSPITALS 
The General Infirmary at Leeds 


REGISTRAR IN ANAESTHETICS 
required for duties within the Teaching -Hospital 
Group. Terms and conditions of service for hos- 
pital medical staffs apply. Applications, stating 
age, qualifications, experience (with relevant dates). 
and giving three names for reference, to be for- 
warded to the Sub-Dean, the School of Medicine, 
Leeds 2, by not later than November 29, 1961. 

(8463) 


THE UNITED LEEDS HOSPITALS 
AND LEEDS REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR IN ANAESTHETICS 
required initially for duties with the United Leeds 
Hospitals. The post is interchangeable with other 
posts in the Teaching Hospital Group as part of 
the regional training scheme in anaesthetics. The 
appointment is tenable for one year in the first 
instance and subject to the terms and conditions 
of service for hospital medical staff. Applications, 
Stating age, qualifications, previous posts (with 
dates), and three names for reference, should be 
sent to the Sub-Dean, School of Medicine, Leeds 2. 
by not later than December 8, 1961. (8508) 


THE UNITED SHEFFIELD HOSPITALS 


Applications invited for the post of 
ANAESTHETIC REGISTRAR 

Vacant March 22, 1962. Successful candidate will 

be required to work in all units of the Group. 

Applications, present and previous appointments 

(with dates), naming three referees, to Chief Ad- 

ministrative Officer, United Sheffield Hospitals, 

West Strect, Sheffield 1, by December 9, 1961. 
(8417) 


UNITED MANCHESTER HOSPITALS AND 
MANCHESTER REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR IN ANAESTHETICS 
commencing at the Manchester Royal Infirmary 
as soon as possible. Whole-time non-resident post. 
Tenable for 12 months, renewable. F.F.A.R.C.S. 
essential. The post is included in a Regional 
rotation scheme under which the successful can- 
didate will transfer after a period to one of the 
Manchester non-teaching hospitals. Application 
form, obtainable from the undersigned, to be re- 
turned not later than December 6, 1961.—A. B. 
Scott, Secretary to the Board of Governors, United 
Manchester Hospitals, Manchester Royal Infirmary, 
Manchester 13 (8376) 


WELSH HOSPITAL BOARD 


REGISTRAR IN ANAESTHETI 
based at Royal Alexandra Hospital, 
beds), to serve Clwyd and 
Resident/non-resident. Subject to review end of 
first year. Application forms from S.A.M.O., 
Temple of Peace, Cathays Park, Cardiff, within 
14 days. (8493) 


WESTMINSTER HOSPITAL, Londoa S.W.1 


cs 
Rhyt (130 
Deeside H.M.C. area. 


Applications invited for post of 
EGISTRAR 
to Department of Anaesthetics, for one year in 
first instance from January 1, 1962. 
Applications (eight copies), with names of two 
referees, to House Governor by December 9. (8469) 


SOUTH TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


J.H.M.O. and S.H.O. (Anaesthetics) 

Wanted, J.H.M.O. (Anaesthetics) to the Tees-side 
Group of Hospitals. Some experience in the 
specialty required. Also S.H.O. required for the 
Group, which is recognized for F.F.A. and D.A. 
Experience in all branches of anaesthesia and 
theoretical training. Applications, with copies of 
three testimonials, to Department of Anaesthesia, 
South Tees-side H.M.C., North Ormesby Hospital, 
Middlesbrough, Yorks. (7987) 


KING EDWARD VII HOSPITAL, Windsor 


RESIDENT ANAESTHETIC REGISTRAR 
required. Post vacant February 28. Application 
forms from, and returnable to, Secretary, Windsor 
Hospital Management Committee, Alma Road, 
Windsor, by December 8 (8267) 


ST. JAMES’ HOSPITAL, Balham, London S.W.12 


LOCUM ANAESTHETIC REGISTRAR 
required from December 14 to January 18. Ap- 
plications, stating full particulars and two referees, 
to Group Secretary at above address. (8384) 


IMPORTANT : All intending applicants 
should read the revised NOTICE at the 
top of page 45 
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Anaesthetics—contd. 


SUNDERLAND AREA HOSPITAL MANAGE- 
MENT COMMITTEE 


JUNIOR HOSPITAL MEDICAL OFFICER 
IN ANAESTHETICS 
required immediately for above group of hospitals. 
Excellent experience provided in all specialties. 
Single accommodation available. Appiications, 
stating age, qualifications and experience, should 
be sent immediatcly to the Group Secretary, Sun- 
deqland Area Hospital Management Committec, 
Gencral Hospital, Chester Road, Sunderland, Co. 
Durham. (8302) 


CITY GENERAL HOSPITAL, Stoke-on-Trent 
(792 beds) 

SENIOR HOUSE OFFICER (Anaesthetics) 
required. Vacant shortly. Six weeks’ postgraduate 
course completed. Further courses planned. Ap- 
plications to Hospital Secretary. (8269) 


DARTFORD GROUP OF HOSPITALS 


SENIOR HOUSE OFFICER 
(Specialty Anaesthetics) 

required. The appoimiment is recognized for the 

F.F.A.R.C.S. and the D.A., and provides experi- 

ence of the following branches of surgery : general, 

E.N.T., gynaecological, obstetrics, ophthalmic, 

orthopaedic and urological, and duties in a res- 

piratory unit. Applications to the Group Secre- 

tary, the Bow Arrow Hospital, Dartford, Kent. 
(8268) 


BRITISH MEDICAL JOURNAL 


Nov. 25, 1961 


WESTMINSTER HOSPITAL, London S.W.1 


Applications invited from registered medical 
practitioners for the post of 
HOUSE OFFICER IN ANAESTHETICS 
for six months from January 1, 196 
Applications (nine copies), with names of two 
referees, to House Governor by December 9. (8470) 


BACTERIOLOGY 
THE UNITED NEWCASTLE UPON TYNE 
HOSPITALS 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER 
in the Department of Bacteriology 

at the Royal Victoria Infirmary. The successful 
applicant will assist in the general work of the 
laboratory, including blood transfusion serology. 
Experience will also be gained in demonstrating to 
undergraduates in the Faculty of Medicine. The 
appointment will be for one year, and will be 
subject to the terms and conditions of service of 
hospital medical staff in the National Health Ser- 
vice. Applications, giving full details and the 
names and addresses of three referees, should be 
sent to the House Governor and Secretary, Royal 
Victoria Infirmary, Newcastle upon Tyne 1, by 
December 2, 1961. (8358) 


BLOOD TRANSFUSION 


GLOUCESTERSHIRE ROYAL HOSPITAL 
Great Western Road, Gloucester 


RESIDENT ANAESTHETIST S.H.O. 
required mid-January. Recognized for the D.A. 
and F.F.A.R.C.S. To share duties with another 
S.H.O. Previous experience not essential. Tutorial 
instruction given by Consultant Anaesthetists. Ap- 
plications, naming two referees, to the Hospital 
Secretary. (8471) 


NOBLE’S ISLE OF MAN HOSPITAL 
(180 beds) 


eeu are invited for the post of 
SIDENT ANAFSTHETIST 
S.H.O grade. Resident staff of four. Post vacant 
ntid-December. N.H.S. salary and conditions of 
service. Apply to the Secretary, Noble's Isle of 
Man Hospital, Douglas. (7798) 


NOTTINGHAM NO. 1 HOSPITAL MANAGE- 
MENT COMMITTEE 


General Hospital, Nottingham (467 beds) 


Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER 
(Anaesthetics) 
at the above hospital, with duties to commence 
early/mid-December, 1961. Applications, stating 
age, nationality, qualifications and experience, to- 
gether with copies of two recent testimonials, to 
be sent to the Group Secretary as soon as pos- 
sible. (8303) 


NOTTINGHAM CITY HOSPITAL (811 beds) 


Applications are nevined for the post of 
RESIDENT ANAESTHETIST 
(Senior House Officer) 
Vacant January 7, 1962. The post is recognized 
for the D.A. and the F.F.A.R.C.S., and offers wide 
experience ; this is a busy general hospital with 
departments in general, orthopacdic, gynaecology, 
thoracic and plastic surgery. Applications, stating 
age, nationality, and qualifications, together with 
copies of not more than three testimonials, to be 
sent to the Hospital Secretary, City Hospital. 
Hucknall Road, Nottingham. (8123) 


PEMBURY HOSPITAL 
Pembury, near Tunbridge Wells 
Applications invited for post of 

RESIDENT ANAESTHETIST 
(Senior House Officer). The post is tenable for 12 
months in the first instance and recognized for 
D.A. and F.F.A.R.C.S. Salary and conditions of 
service in accordance with National Health Service 
scales, with deduction of £180 per annum in res- 
pect of board, lodging and other services provided. 
Applications to Group Secretary, Tunbridge Wells 
Group Hospital Management Committee, Sherwood 
Park, Pembury Road, Tunbridge Wells. (8078) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Anaesthetics) 
Vacant January 28, 1962. The appointment in- 
cludes duties at both the Leicester Royal Infirmary 
and eg General Hospital. Recognized for 
the D.A., F.F.A.R.C.S. Applications, stating age, 
qualifications and experience, together with copies 
of recent testimonials, to Group _ Secretary, 
Leicester No. 1 Hospital Management Committee. 
the Leicester Royal Infirmary, by December 4, 
1961. (8270) 


MANCHESTER REGIONAL HOSPITAL BOARD 


PART-TIME MEDICAL OFFICER 

for the Blood Transfusion Service 
for three notional half-days a week, at £215 per 
half-day per annum. Applications, with names, 
etc., of two referees, to be forwarded to the Senior 
Administrative Medical Officer to the Board, at 
Chectwood Road, Manchester 8, by December 6, 
1961. (8387) 


BLOOD TRANSFUSION CENTRE 
Royal Infirmary, Edinburgh 3 


anaes” = invited for the post of 
NIOR REGISTRAR 
In addition = 4 duties, the successful can- 
didate will be expected to undertake research, and 
previous general experience in blood transfusion, 
with a special interest in serology and immunology, 
will be an advantage. Applications, with the names 
of two referees, to be sent to the Regional Direc- 
tor, from whom details regarding the appointment 
can be obtained. (8377) 


CARDIOLOGY 
NEWCASTLE GENERAL HOSPITAL (840 beds) 


Newcastle upon Tyne Hospital Management 
Committee 


The following resident post, which is recognized 
for the purpose of pre-registration service, becomes 
vacant on January 14, 1962 : 

HOUSE PHYSICIAN (One) 

Cardiovascular Department 
(This post exchanges with one of the H.P. posts 
in General Medicine at the end of three months.) 
Applications will be accepted from students on the 
point of taking their qualifying examination. Ap- 
plications, together with names and addresses of 
two referees, should be sent to the Secretary, New- 
castle General Hospital, Newcastle upon Tyne 4, 


not later than December 2, 1961. (8143) 
CASUALTY 
OLDCHURCH HOSPITAL, Romford, Essex 
(651 beds) 
REGISTRAR 


Casualty Department. Now vacant. Resident or 
non-resident by arrangement. Post subject to 
review after one year. Application forms, return- 
able within 10 days of the appearance of this 
advertisement, obtainable from Group Secretary, 
Romford H.M.C., Oldchurch Hospital, Romford. 
Ref. 18/111. (N.E. Met. R.H.B.) (8232) 


ROYAL SUSSEX COUNTY HOSPITAL 
(312 beds) 


LOCUM CASUALTY/ORTHOPAEDIC HOUSE 
SURGEON 


required for two weeks commencing December 2, 
1961. Medical staff of one J.H.M.O., one S.H.O., 
and two pre-registration House Surgeons. Duties 
include charge of orthopaedic and traumatic beds. 
Applications, giving age, qualifications, etc., and 
naming two referees, to the Administrative Officer, 
Royal Sussex County Hospital, Eastern Road, 
Brighton 7. (8052) 


GREAT YARMOUTH AND GORLESTON 
GENERAL HOSPITAL 
Dene Side, Great Yarmouth 


Applications are invited for the post of 
CASUALTY OFFICER 
G.H.M.O. grade). The hospital has 134 beds. 
with a busy Casualty Department. Candidates 
should possess experience in the initial treatment 
of fractures. Furnished house available for mar- 
tied candidate at reasonable rent. Membership 
of a Medical Defence Society is a condition of 
appointment. Applications, giving full details, 
together with names of two reterees, to the Hos- 
pital Secretary. (8304) 


HUDDERSFIELD HOSPITAL MANAGEMENT 
COMMITTEE 


Huddersfield Royal Infirmary (285 beds) 


Applications are invited for the post of 
CASUALTY OFFICER 

To commence duties on December 11. The posi 
which is resident, is recognized under the Fellow- 
ship regulations and will be graded either J.H.M.O. 
or S.H.O., according to experience. Duties ter- 
minate at 7 p.m., with one night weckly on call. 
Applications should be accompanied by copies of 
three recent testimonials, and addressed to the 
undersigned as soon as possible.—H. J. Johnson, 
Group Secretary, the Royal Infirmary, a. 

(8370) 


ROTHERHAM HOSPITAL, Yorkshire 
(148 beds) 


Applications are invited for the post of 
LOCUM J.H.M.O. (Casualty) 
at the above hospital. Applications, stating age 
qualifications and experience, together with the 
names of referees, should be sent to the Hospital 
Secretary, Rotherham Hospital, Doncaster Gate. 
Rotherham, as soon as possible. (8537) 


THE ROYAL HOSPITAL, Wolverhampton 


JUNIOR HOSPITAL MEDICAL OFFICER 
required for Casualty Department. Now vacant 
Over 29.000 new cases last year. Post offers first - 
class experience and is recognized for F.R.C.S. 
Successful applicant to work under supervision of 
Senior Casualty Officer. Resident or non-resident. 
Apply, with copies of two testimonials, to the Hos- 
pital Secretary. (6782) 


BARNET GENERAL HOSPITAL 
Wellhouse Lane, Barnet, Herts (490 beds) 


SENIOR HOUSE OFFICER 
required January 1, 1962, for Casualty (Accident 
and Orthopaedics). Apply to Hospital Secretary, 


naming two referees. (7386) 
LEWISHAM GROUP HOSPITAL MANAGE- 
MENT COMMITREE 


Applications are invited for one of the three 


posts of 
SENIOR HOUSE OFFICER 

in Casualty in the Out-patients’ and Casualty 
Department. Recognized for six months’ training 
for F.R.C.S. Resident or non-resident. Post 
vacant about December 5, 1961. Applications, 
stating age. qualifications and experience, with copy 
testimonials or names of referees, to the Group 
Secretary, Lewisham Hospital, $.E.13. (8221) 


NEWCASTLE GENERAL HOSPITAL 


SENIOR HOUSE OFFICER (Casualty) 
required. Post recognized for F.R.C.S. Applica- 
tions, with names and addresses of two referees, to 
be sent to the Secretary, Newcastle General Hos- 
pital, Westgate Road, Newcastle upon Tyne 4, as 
soon as possible. (8488) 

NORTH STAFFORDSHIRE ROYAL 

INFIRMARY, Stoke-on-Trent 

SENIOR HOUSE OFFICER (Casuaity) 
required. Duties daytime only. Large Casualty 
Department. Recognized for six months’ training 
Recognized for F.R.C.S. Successful applicant will 
work under supervision of Casualty Surgeon and 
Registrar. Six weeks’ postgraduate course recently 
completed. Further courses proposed. Applica- 
tions, with copy testimonials, to Hospital Secretary. 

(7913) 


PEACE MEMORIAL HOSPITAL 
Watford, Hertfordshire 


LOCUM TENENS CASUALTY OFFICER 
required (S.H.O. grade) from December 18 to 31 
inclusive. Resident or non-resident. Modern 
department employing four full-time Casualty 
Officers and Consultant-in-charge. Please apply 
in writing, with copics of two recent references, to 
the Administrator. (8051) 


ROYAL HAMPSHIRE COUNTY HOSPITAL 
Winchester (404 beds) 
CASUALTY OFFICER 
(Senior House Officer grade) required. Vacant 
January 2, 1962. Resident or non-resident. Post 
recognized for the F.R.C.S. The appointment will 
be for six months in the first instance. Applica- 
tions to the Hospital Secretary. (8233) 
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Casualty—contd. 


READING AND DISTRICT HOSPITAL 
MANAGEMENT _COMMI TTEE 
Applications are invited for the post, vacant 

November 18, 1961. 

RESIDENT SENIOR HOUSE OFFICER 
(Avea Accident and Orthopaedic Department), re- 
cognized for F.R.C.S. Duties include Area Casu- 
alty Department work at Battle Hospital, Reading, 
and general responsibilities in the team, with 
Registrars and Junior House Officer. Apply. giving 
nationality, present post and qualifications (with 
dates), together with names of two referees, to 
Secretary, Battle Hospital, Reading. (7183) 


ST. MARY’S HOSPITAL, W.2 


CASUALTY SURGEON 
graded Scnior House Officer (non-resident) required 
for first period of six months with effect from 
February 1, 1962. Applications, giving full details, 
with names and addresses of three referees, should 
reach the House Governor not later than December 
18, 1962. (8401) 


ST. THOMAS’ HOSPITAL, London S.E.1 


SENIOR MEDICAL CASUALTY OFFICER 
(S.H.O. grade) for six months from February 6. 
Non-resident. Applications, naming two referees, 
to Clerk ot the Governors by December 6, 1961. 

(8426) 


ST. THOMAS’ HOSPITAL, London S.E.1 


SENIOR SCRGICAL CASUALTY OFFICER 
(S.H.O. grade) for six months from February 6. 
Resident. Applications, naming two referces, to 
Clerk of the Governors by December 6, 

(8427) 


SELLY OAK HOSPITAL, Birmingham 29 
(Equipped bed beds 1,033) 


Applications are invited het Gee the post of 
ASSISTANT CASUALTY OFFICER 
(Senior House Officer grade) 
Resident/non-residemt. Recognized for F.R.C.S. 
Available December 12, 1961. Applications, giving 
details of qualifications. age, and experience, to 
the Medical Superintendent, with copies of threc 
recent testimonials. (8234) 


SHREWSBURY HOSPITAL GROUP 


Royal Salop Intirmary (241 beds) 


SENIOR HOUSE OFFICER (Casualty), 
Residem. Mornings 9 a.m. to 1 p.m. Alternate 
afternoons with evening and alternate week-ends 
off. Post recognized for F.R.C.S. Vacant Decem- 
ber 17, 1961. National terms plus special allow- 
ance £100 per annum. Applications, with copy 
testimonials, to Group Secretary, Copthorne Hos- 
pital, Shrewsbury. (8222) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the post of 
INTERN/SENIOR HOUSE OFFICER 
in the Casualty Department, vacant January 1. 
1962. Applications, stating age, qualifications and 
experience, together with copies of recent testi- 
monials, to Group Secretary, Leicester No. 1 Hos- 
pital Management Committee, the Leicester Royal 
Infirmary, by November 27, 1961. (7937) 


TILBURY AND SOUTH-EAST ESSEX 
HOSPITAL MANAGEMENT COMMITTEE 


Jilbury and Riverside General Hospital, 
Orsett Orsett, Essex 


Applications are invited from registered medical 

practitioners for the appointment of 
SENIOR HOUSE OFFICER 

to the Casualty and Orthopaedic Department 
of the above hospital. The post, which is recognized 
by the Royal College of Surgeons, becomes vacant 
as from January 1, 1962, and will be for a period 
of six months in the first instance. Applications, 
together with copies of recent testimonials, should 
be forwarded to the Group Secretary, Thurrock 
Hospital, Grays, Essex. (8235) 


TOTTENHAM GROUP HOSPITAL MANAGE- 
MENT COMMITTEE, The Green, N.15 


RESIDENT CASUALTY OFFICER 
(S.H.O.) at the Prince of Wales’s General Hos- 
pital for a period of six months from February 9, 
1962. Recognized for F.R.C.S. The successful 
applicant will be required to act as locum for 
approximately 16 days prior to taking up the ap- 
pointment. Application form, from Group Sec- 
retary, 10 be returned by December 6, 1961. (8476) 


NEWCASTLE GENERAL HOSPITAL (840 beds) 


Newcastle upon Tyne Hospital Management 
Committee 


The following resident post, which is recognized 
for the purpose of pre- registration service, becomes 
vacant on January 14, 1962 

HOUSE SURGEON (One) 

Accident and Admission Department 

(Recognized for F.R.C.S. Diploma) 
The person appointed to this post will be given 
preference for one of the Obstetrical House Sur- 
geon posts in July, 1962. Applications will be 
accepted from students on the point of taking their 
qualifying examination. Applications, together 
with names and addresses of two referees, should 
be sent to the Secretary, Newcastle General Hos- 
pital, Newcastle upon Tyne 4, not later than 
December 2, 1961. (8144) 


DENTAL 
MINISTRY OF HEALTH 


DENTAL OFFICERS 

Four pensionable posts (two in London, one in 
Birmingham, one in Cardiff under the Welsh Board 
of Health) for registered dentists (men or women) 
with at least 10 years’ experience. For the Welsh 
post, knowledge of Welsh is desirable. Duties in- 
clude advising Dental Estimates Board, Executive 
Councils, and dentists on diagnosis and dental 
treatment, and on professional matters bearing on 
provision of dental services under N.H.S. Starting 
salary (Inner London) from £2,218 at age 35 to 
£2,604 (or, exceptionally, higher) at 40 or over. 
Scale maximum £2,865, Promotion — prospects. 
Write Civil Service Commission, Burlington Gar- 
dens, London W.1, for application form, quoting 
5411/61. Closing date December 18, 1961. (8363) 


CHEST AND TUBERCULOSIS 
(see_alco THORACIC_SURGERY) 
BROMPTON HOSPITAL, S.W.3 


= ited the post of 

DICAL REGISTRAR 
(Whole- within the Registrar gradc. 
The appointment is for one year in the first in- 
Stance, with eligibility for reappointment. Candi- 
dates must hold the C.P. Diploma or the 
M.B. of a University. Applications, stating age, 
qualifications (with dates), nationality, and ap- 
pointments held, together with copies of  testi- 
monials, by December 9, 1961, to Kenneth A. F. 
Miles, House Governor, (8039) 


WELSH HOSPITAL BOARD 


REGISTRAR IN THORACIC MEDICINE 
Sully Hospital, — = near Penarth, Glam 
beds) 

To work under Consultant Cardiologist (40 
cardiological beds). Full clinical investigatory and 
experimental facilitics. Resident/non-resident. Ap- 
plication forms (12 copies) from S.A.M.O., Temple 
of Peace and Health, Cathays Park, Cardiff. (8497) 


THE ROYAL FREE HOSPITAL 
Gray’s Inn Road, W.C.1 


DENTAL REGISTRAR 
(Resident or non-resident) 

Full-time appointment. to work under the general 
supervision of the visiting Consultant Dental Sur- 
geons. Duties will be of a varied nature, including 
opportunities for surgical theatre work. The ap- 
pointment is for one year in the first instance, 
duties to commerce January 1, 1962. Application 
form, obtainable from the Secretary to the Board 
of Governors, to be returned by December 16, 
1961. (8350) 


DERMATOLOGY 
THE UNITED LEEDS HOSPITALS 
The General Infirmary at Leeds 


REGISTRAR IN DERMATOLOGY 
required in the Dermatological Departmem of the 
General Infirmary at Leeds. Applications, with full 
particulars and names and addresses of three 
referees, should be sent to the Sub-Dean. School 
of Medicine, Leeds 2, by not later than December 
6, 1961. (8464) 


MOUNT PLEASANT HOSPITAL 
Chepstow, Mon. (262 beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 
required in mid-December. Salary £1,100 to 
£1,580, married quarters available. The post is 
predominantly in Chest Diseases, but includes work 
with Geriatrics and War Pensioners. Write, 
quoting two referees, to T. A. Jones, Group Secre- 
tary, 64 Cardiff Road, Newport, Mon. (7990) 


CUMBERLAND HOSPITAL 
Whitford Gardens, Mitcham, Surrey 
(100 beds for Active Tubercle and Chest Diseases) 


RESIDENT SENIOR HOUSE OFFICER 
(Chest Diseases) 

Applications, stating age, qualifications and ¢x- 
perience, together with copies of two testimonials, 
and the names of two referees, to the Secretary. 
Post vacant January 9, 1942. (8306) 


IPSWICH, FOXHALL HOSPITAL 
Chest and General, including small Surgical Unit 
and respiratory physiology laboratory 


SENIOR HOUSE OFFICER 
Good opportunity for clinical experience and 
study. Post vacant end of December, 1961. Ap- 
plication to Physician Superintendent, Foxhall Hos- 
pital, Ipswich. (8305) 


MARKFIELD HOSPITAL, Leicestershire 
(215 beds) 


RESIDENT SENIOR HOUSE OFFICER 
(Medical, Chest and 1T.B.) 
required. Post is one of two resident M.O.s. Ex- 
perience will be gained in tuberculosis and other 
chest diseases, area chest clinic in hospital. Close 
association with major chest unit in area. Post 
qualifies for £100 peripheral hospital allowance. 
Applications, with full details, together with copies 
of recent testimonials, to the Physician Superin- 
tendent. (8236) 


BROMPTON HOSPITAL, S.W.3 


HOUSE PHYSICIAN 
Four vacancies. One resident vacancy for six 
months from February 1, 1962. Three non-resident 
vacancies for six months from February 1, 1962. 
Duties will include work in out-patient department 
and wards. Salary at the rate of £825 per annum. 
Applications, stating age, qualifications (with dates). 
nationality, and appointments held, together with 
copies of testimonials, by December 9, 1961, to 
Kenneth A. F. Miles, House Governor. (8352) 


ST. THOMAS’ HOSPITAL, London S.EF.1 


HOUSE PHYSICIAN 
(Neurology and Thoracic Medicine) 
for six months from February 6. Resident. Ap- 
plications, from fully registered practitioners only, 
to Clerk of the Governors by December 6, 1961, 
naming two referees. (8428) 


GERIATRICS 
LEEDS REGIONAL HOSPITAL BOARD 


CONSULTANT IN GERIATRICS 

Huddersfield (Whole-time or maximum part-time) 
Person appointed will be in clinical charge of 
the Geriatric Services for the area (220,000 popula- 
tion, 576 beds), and will be required to reside in 
Huddersfield. The hospital geriatric services are 
being completely reorganized to provide compre- 
hensive facilities as part of a major capital project, 
the planning of which is in the advanced stages. 
Details will be given on request. Applications (12 
copies), stating age, qualifications, and details of 
appoinuments held (showing dates), with names 
and addresses of three referees. to the Secretary, 

Park Parade, Harrogate, by December 12, 1951. 
(8307) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER IN GERIATRICS 
to the Christchurch Hospital, Christehurch, Hants. 
The Group Geriatric Services are under the direc- 
tion of a Consultant Physician in Geriatrics. The 
post becomes vacant on December 31, 1961. Ap- 
plications to the Hospital Secretary, Christchurch 
Hospital, Christchurch, Hants, by not later than 
December 9, 1961. 


DARTFORD GROUP OF HOSPITALS 
SENIOR HOUSE OFFICER (Geriatrics) 
required from December 15, 1961. Duties include 
providing relief in the Paediatric and Intectious 
Diseases Department. Applications to the Group 
Secretary, the Bow Arrow Hospital, Dartford, 
Kent. (8271) 


ST. MARY’S HOSPITAL, Luton, Beds 
(164 beds) 


SENIOR HOUSE OFFICER 
Geriatric and Chest, required January 15, 1962. 
Applications to Hospital Secretary as soon as 
possible. (8272) 


STOKE MANDEVILLE HOSPITAL, Aylesbury 


SENIOR HOUSE PHYSICIAN 
(S.H.O. grade) for Acute Geriatrics Unit. This is 
the acute unit of the area partment of 
Geriatric Medicine. The post offers excellent 
clinical experience for a higher medical qualifica- 
tion. Applications, with two recent testimonials, 
to the Administrative Officer. (7994) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 45 
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Geriatrics—contd. 
LONGMORE HOSPITAL, Edinburgh 9 


RESIDENT HOUSE OFFICER 
(not recognized for pre-registration) required for 
six months from February 1, 1962, for Geriatric 
Assessment and Rehabilitation Unit, approximately 
70 beds, and serving half the Edinburgh area. 
Detailed applications, together with the nanies of 
two referees, to Medical Superintendent, 21 Hill 
Street, Edinburgh 2. (8479) 


HAEMATOLOGY 


UNITED MANCHESTER HOSPITAIS AND 
UNIVERSITY OF MANCHESTER 


moony are invited for the appointment of 
NSULTANT PHYSICIAN 

with a onan interest in Haematology and Direc- 

tor of the Sub-Departmem of Clinical Haemato- 

logy in the University Departmem of Medicine, to 

commence duties in June, 1962. The Sub-Depart- 

ment and beds are situated in the Manchester: Royal 


Infirmary. The hospital duties will consist of seven” 


notional half-days; the University appointment 
may be negotiated to occupy either the whole of! or 
part of the remaining time. Further particulars may 
be obtained on application to the undersigned. Ap- 
Plications (15 copies), together with the names of 
three referees, should be sent, not later than 
December 30, 1961, to A. B. Scot, Secretary to 
the Board of Governors, United Manchester Hos- 
pitals, The Lodge, Oxford Road, Manchester 13. 

(8405) 
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SHEFFIELD REGIONAL HOSPITAL BOARD 


Scunthorpe and District War Memorial Hospital 
(262 beds) 


WHOLE-TIME RESIDENT OR NON-RESIDENT 
REGISTRAR IN GENERAL MEDICINE 
required. Duties also in Paediatrics and Dermato- 
logy. Furnished house may be available. Ap- 
pointment for one year in first instance. Apply 
to Secretary, Shefficld Regional Hospital Board, 
Old Fulwood Road, Sheffield 10, by December 4, 
1961, giving age, nationality, qualifications, present 
and previous appointments (with dates), naming 
three referees. (8308) 


THE BOARD OF GOVERNORS OF THE 
UNITED SHEFFIELD HOSPITALS 


and the 
SHEFFIELD REGIONAL HOSPITAL BOARD 


RECIPROCAL TRAINING SCHEME FOR 
SENIOR REGISTRARS 

Whole-time Senior Registrar in General Medicine 
required. Initial tenure at Derbyshire Royal In- 
firmary (416 beds). Possession of a higher quali- 
fication is desirable. Appointment for one year 
in first instance and renewable thereafter annually. 
Incumbent will be transterred to the Teaching Hos- 
pitaly for the second phase of the appoimment in 
accordance with arrangements under the Reciprocal 
Training Scheme. Renewal of appointment and 
transter to the Teaching Hospitals will be subject 
to satisfactory work and progress. Further details 
und torm of application from the Senior Admini- 
strative Medic#! Officer. Sheffield Regional Hos- 

tal Board, Old Fulwood Road, Sheffield. Forms 
to be returned by December 11, 1961. (8309) 


HERTS AND ESSEX GENERAL HOSPITAL 
Bishop’s Stortford, Herts (354 beds) 


LOCUM SENIOR HOUSE OFFICER (Medical) 
Special Departments (mainly Medicine and Paedia- 
trics) required for period January 6 to 20, 1962, 
inclusive. Experience essential. Applications to 
Hospital Secretary. (8530) 


HONEY LANE HOSPITAL 
Waltham Abbey, Essex 


LOCUM SENIOR HOUSE OFFICER 
required November 27 to December 15 inclusive. 
Duties include care of acute medical and neuro- 
logical beds and week-end and off-duty cover for 
J.H.M. Applications, naming two referces, to 
the Hospital Secretary. (7915) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Saint Mary’s Hospital (691 beds) 
(Medical 74 beds, Geriatrics 76 beds) 


SENIOR HOUSE PHYSICIAN 

Post vacant January 1, 1962. The dutics will 
include work in the acute medical wards and out- 
Patients, with the opportunity to gain experience 
in isotope work and cardiac surgical cases. There 
will be responsibility for certain work in the 
Geriatric Assessment Unit. The appointment 
affords an opportunity of seeing a number of acute 
cases and is an excellent one for those studying 
for a higher medical qualification. Applications, 
together with the names of two referees, should 
be sent to L. C. Rogers, Group Secretary, Saint 
Mary’s Hospital, Milton Road, Portsmouth. (8275) 


INFECTIOUS DISEASES 
HOLYWELL HOSPITAL (82 beds) 


Applications are invited for the post of 
RESIDENT MEDICAL OFFICER 
J.H.M.O. grade. Care of one 1.D., two tubercu- 
losis and one non-tuberculosis chest ward. Duties 
are light, giving ample opportunity for reading 
The post could be held as a locum. Starting date 
would be about December 10. An inducement 
payment of £100 a year is in force. Applicatwns 
to Dr. C. W. C. Karran, Shrodells Hospital, Wat- 
ford, Hertfordshire. (8512) 


MEDICINE 


WILSON HOSPITAL 
Cranmer Road, Mitcham, Surrey 


invited from general practitioners 
for the post 
CLINICAL ASSISTANT IN GENERAL 
MEDICINE 


for one session per week on Thursday—alternating 
a.m. and p.m.—at the rate of £215 per annum. 
Appointment for one year in the first instance, 
commencing January, 1962. Applications, with 
particulars of age, experience, and the names of 
two referees, should be sent to the Group Secre- 
tary, St. Helier Hospital, Carshalton, Surrey, by 
December 23, 1961. (8274) 


WESSEX REGIONAL HOSPITAL BOARD 


Bournemouth and East Dorset Hospital 
Munagement Committee 
Poole General Hospital, Poole, Dorset 


Applications are invited for the appointment of 
RESIDENT MEDICAL REGISTRAR 

The post, which is tenable for one year in the 
first instance, becomes vacant in mid-December, 
1961. Forms of application, obtainable from the 
Group Secretary, H.M.C. Office, Royal Victoria 
Hospital, Shelley Road, Boscombe, Bournemouth, 
Hants, should be returned to him, duly completed, 
within 14 days of the appearance of this advertise- 
ment. (8223) 


NOTTINGHAM NO. 1 HOSPITAL MANAGE- 
MENT COMMITTEE 


Newark Hospital (70 beds) 


Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
(Medical) 

Duties to commence on December 16, 1961. This 
hospital is situated on the Great North Road 
approximately 20 miles from Nottingham, and the 
post offers good experience. Furnished flat avail- 
able. Salary and conditions of service in accord- 
ance with Ministry regulations. Applications in 
writing, giving age, qualifications, experience, 
nationality, etc., together with the names of two 
referees, to be sent to the Group Secretary, General 
Hospital, Nottingham. (7909) 


POTTERS BAR AND DISTRICT HOSPITAL 
Mutton Lane, Potters Bar, Middlesex (56 beds) 


RESIDENT MEDICAL OFFICER 
required, S.H.O. grade. Sole resicent, dealing with 
medicine, surgery, etc. Applications to Hospital 
Secretary, 1 Wellhouse Lane, Barnet, Herts. (8372) 


ROYAL HOSPITAL, Wolverhampton 


DEPUTY R.M.O. (S.H.O. grading) 
Post offers wide experience in general medicine. 
Apply, with copies of two testimonials, to the 
Hospital Secretary. (7596) 


ST. GILES’ HOSPITAL, Camberwell, S.E.5 


SENIOR HOUSE OFFICER 
(General Medical duties) 
Applications invited for appointment to above 
post, vacamt January 1. Apply, giving age, quali- 
fications, experience, with copy testimonials or 
names of two reterecs, not later than December 6, 
to Group Secretary, Camberwell H.M.C., Dulwich 
Hospital, East Dulwich Grove, S.E.22. (8237) 


SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Plymouth 


SENIOR HOUSE OFFICER IN MEDICINE 
Vacant January 21, 1962, at the Greenbank Road 
Section. Apply, with names of referces, also 
Stating age, nationality, qualifications and expcri- 
ence. to the Group Secretary, 7 Nelson Gardens, 
Plymouth. (8366) 


FAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


MEDICAL REGISTRAR 
Peterborough Hospital Group Main hospital, 
Peterborough Memorial (162 beds). Duties may 
include work in Peterborough Isolation and St. 
John’s Hospitals and Thorpe Hall Annexe. Fur- 
nished house of single quarters available. Ap- 
pointment for one year, renewable for second year. 
Applications, stating age, experience, and names 
of two referees, to S.A.M.O., 117 Chesterton Road, 
Cambridge, by December 11, 1961. Candidates 
invited to visit hospitals by arrangemem with 
H.M.C. Secretary, Memorial Hospital,  Peter- 
‘orough. (8273) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
MEDICAL REGISTRAR 
required at the Royal London Homocopathic 
Hospital. Whole-time, non-resident. Hospital 
may be visited by direct appointment. Applica- 
tion forms obtainable from, and returnable to, 
Secretary, the Royal London Homoeopathic Hos- 
pial Management Committee, Great Ormond 
Street, W.C.1, by December 11, 1961. (8472) 


ST. MARY’S HOSPITAL, W.2 
REGISTRAR IN GENERAL MEDICINE 
(whole-time) (non-resident) for a first period of 
12 months, to undertake work in Casualty and 
Out-patient Departments, together with certain in- 
patient duties. The successful candidate to take 
up duties with effect from a date to be arranged. 
Applications, giving full details, with names and 
addresses of three referees, should reach the House 
Governor not later than December 18, 1961. (8457) 


BOARD OF MANAGEMENT FOR GLASGOW 
ROYAL INFIRMARY AND ASSOCIATED 
HOSPITALS 


SENIOR HOUSE OFFICER IN MEDICINE 

Duties at Glasgow Royal Infirmary. Special 
experience in Haematology. Apply in writing, 
giving three names for reference, to the Secretary, 
Glasgow Royal Infirmary, 84 Castle Street, Glas- 
gow, C.4, nor later than December 9, 1961. (8406) 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Bolton District General Hospital (606 beds) 
LOCUM SENIOR OFFICER 


MEDICIN' 
required for a period of not less __ three months, 
commencing on January 1 next. Applications, 


stating age, nationality, qualifications and experi- 

ence, together with the name of one referee, to 

Group Secretary, the Royal Infirmary, Bolton. 
(8310) 


EAST LIVERPOOL HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER (Resident) 
required for Rathbone Hospital, Liverpool 13. 
Post tenable for 12 months, vacant from Decem- 
ber 7. Bed complement 174, mainly medical and 
surgical cases at convalescent stage, and 28 
mentally subnormal children. Small geriatric unit 
envisaged for future. Duties allow opportunities 
for postgraduate study and possible attendances on 
certain postgraduate courses. Applications, on 
forms obtainable from the Group Secretary, 
Broadgrcen Hospital, Liverpool, 14, to be returned, 
completed, immediately. (8344) 


STOKE MANDEVILLE HOSPITAL, Ayiesbury 


SENIOR HOUSE PHYSICIAN 
(S.H.O. grade) for Acute Geriatric Unit. This is 
the Acute Unit of the arca Department of 
Geriatric Medicine. The post offers excellent 
clinical experience for a higher medical qualifica- 
tion. Applications, with two recent testimonials, 
to the Administrative Officer. (7998) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the Pre-registration/ 

Senior House Officer post of 
RESIDENT HOUSE PHYSICIAN 

vacant February 1, 1962. Establishment of one 
Senior Registrar, one Registrar, and three House 
Physicians. Applications, stating age, qualifications 
and experience, together with copies of recent 
testimonials, to Group Secretary, Leicester No. 1 
Hospital Management Committee, the Leicester 
Royal Infirmary, by December 4, 1961. (8276) 


NEWCASTLE REGIONAL HOSPITAL BOARD 
AND DURHAM COUNTY EXECUTIVE 
COUNCIL 


Combined Training in Hospital and General Prac- 
tice. See advertisement under ** Trainee General 
Practitioners (Vacant).”” (8240) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


TWO HOUSE PHYSICIANS 
required at St. Martin's Hospital. Posts vacant 
approximately mid-January. Recognized for pre- 
registration purposes. ‘Successful candidates will be 
considered for House Surgeon posts available in 
six months. Applications, stating age, qualifica- 
tions and experience, with three testimonials, to 
Group Secretary, Manor Hospital, Bath. (8277) 
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BOLINGBROKE HOSPITAL 
Wandsworth Common, S.W.11 


HOUSE PHYSICIAN 
(Resident). Post vacant January 1, 1962. To work 
with Medical Registrar under five Consulting 
Physicians, with special interest in psychosomatic 
medicine, cardiology, neurology, dermatology, 
physical medicine. Pre- or  post-registration. 
Apply to Secretary, with copies of three recent 
testimonials. (8238) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Royal Victoria Hospital, Shelley Road, 
Bournemouth 


HOUSE PHYSICIAN 
required. The appointment, which becomes vacant 
on December 1, 1961, is recognized for pre-regis- 
tration purposes. Applications to the Hospital 
Secretary. (7903) 


CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Chester City Hospital 


Applications are invited for the post of 

SIDENT HOUSE PHYSICIAN 
(General), vacant January 15, 1962. The post is 
recognized for pre-registration service. Applica- 
tions, giving full details, together with the names 
and addresses of two referees, should be forwarded 
to the Hospital Secretary. (8500) 


CUCKFIELD HOSPITAL 
Cuckfield, near Haywards Heath, Sussex 
(Main line London and South Coast—easy access 
Bzighton), General, 372 beds 


RESIDENT JUNIOR HOUSE OFFICER 
(General Medicine) 
Pre-registration post, vacant December 21. 
Apply Hospital Secretary. (8278) 


EPSOM DISTRICT HOSPITAL 
Corking Road, Epsom 


RESIDENT HOUSE PHYSICIAN 
required mid-December, 1961. Pre-registration 
post. Applications, stating age, qualifications and 
expericnce, with copies of two recent testimonials, 
should be sent, as soon as possible, to the Group 
Secretary. (7904) 


GENERAL HOSPITAL, Aberystwyth, Cards 


HOUSE OFFICER (Medicine) 
pre-registration or post-registration, required. Post 
vacant February 1. 1962. Married accommodation 
available. Applications, accompanied by two recent 
references, to the Hospital Secretary, General Hos- 


pital, Aberystwyth, Cards. (8473) 
GENERAL HOSPITAL, Chester Road, Sunderland 
(443 beds) 

HOUSE PHYSICIAN 


required early January, 1962, for busy medical 
unit. Post recognizcd for provisional registration. 
Apply, naming two referees, to the Hospital Sec- 
retary. (8239) 


GULSON HOSPITAL, Coventry (312 beds) 


HOUSE PHYSICIAN (Pre-registration) 
Residemt. Vacant January 6, 1962. Applications 
to Hospital Secretary. (7910) 


ee AND DISTRICT GENERAL 
OSPITAL, Kettering 


Applications are invited for the appointment of 
TWO HOUSE PHYSICIANS 
(Pre-registration). Commencing on December 12 
and 31, 1961. Applications, stating age, expcrience 
and qualifications, together with copies of three 
recent testimonials, to the Hospital Secretary at 
the above address. (7752) 


KING EDWARD VII HOSPITAL, Windsor 


HOUSE PHYSICIAN 
required, male or female. Post vacant December 
29. Pre-registration post. Applications, with copies 
of three recent testimonials, stating age, qualifica- 
tions (with dates), and nationality, to ~~ 


LAMBETH HOSPITAL, Brook Drive, S.E.11 


Applications are invited from pre- and post- 
registered medical practitioners for two appoint- 
ments of 
HOUSE PHYSICIAN IN GENERAL MEDICINE 
Vacamt January I and 15, 1962. Successful candi- 
dates required to carry out locum duties from 
December 18, 1961, and January 1, 1962, respec- 
tively. Applications, with full particulars and 
copies of two testimonials, to the Secretary. (7942) 


LEYTONSTONE (NO. 10) HOSPITAL GROUP 


Applications are invited for the post of 
PRE-REGISTRATION HOUSE PHYSICIAN 
(General Medicine) 
at Whipps Cross Hospital, Leytonstone, E.11. Ap- 
plication forms obtainable from, and returnable 
to, the Hospital Secretary by December 5, = 


MANOR HOSPITAL, Nuneaton (125 beds) 


HOUSE PHYSICIAN IN GENERAL MEDICINE 
(Pre-registration) 

Resident. Vacant December 16. Applications to 

Hospital Secretary. (8000) 


NEWCASTLE GENERAL HOSPITAL (840 beds) 


Newcastle upon Tyne Hospital Management 
Committee 


The following resident posts, which are recog- 
nized for the purpose of pre-registration service, 
become vacant on January 14, 1962 : 

HOUSE PHYSICIANS (Five) 
General Medical Wards 
(One of these posts exchanges with the H.P. post 
in the Cardiovascular Department at the end of 
three months, and three each include two months’ 
service in the Geriatric Wards.) Applications will 
be accepted from students on the point of taking 
their qualifying examination. Applications, to- 
gether with names and addresses of two referees, 
should be sent to the Secretary, Newcastle General 
Hospital, Newcastle upon Tyne 4, not later than 
December 2, 1961. (8145) 


NEW SUSSEX HOSPITAL FOR WOMEN 
(72 beds), Windlesham Road, Brighton 


Vacancy for 
HOUSE PHYSICIAN (Female) 
for six months commencing January 18, 1962. Open 
to pre-registration candidates. Applications, stating 
age, nationality, qualifications and experience, with 
copies of three testimonials and/or the names of 
referees, to be sent to the Administrative Officer 
as soon as possible. (8378) 


HERTS AND ESSEX GENERAL HOSPITAL 
Bishop's Stortford, Herts (354 beds) 


Applications are invited for post of 

HOUSE OFFICER (Medical) 
(Pre-registration). Salary £675 to £825 per annum, 
less £155 to £165 per annum in respect of resi- 
dential emoluments. Appointment to commence 
January 24, 1962. Applications, stating age, 
nationality, qualifications and experience, with 
copics of two recent testimonials or names of 
referees, to Hospital Secretary. (8342) 


HIGHLANDS GENERAL HOSPITAL 
Winchmore Hill, N.21 
HOUSE PHYSICIAN 
Vacant mid-December. Preference given to ap- 
plicants seeking pre-registration post under Medical 
Act, 1950. Applications, with copies of two testi- 
monials and name and address of one referee, 
to Hospital Secretary. (8194) 


JOYCE GREEN HOSPITAL, Dartford 
(15 miles from London), 600 beds, 12 residents 


Pre-registration or post-registration 
HOUSE PHYSICIAN 
required from December 6, 1961. Applications to 
Physician Superintendent, Joyce Green Hospital. 
Dartford, Kent. (8279) 


NORTH MIDDLESEX HOSPITAL, London N.18 


RESIDENT HOUSE PHYSICIAN 
pre-registration, required for six months from 
January 1, 1962. General Medicine. Apvlications, 
in own handwriting, Stating age, nationality, quali- 
fications and experience, with copies of recent testi- 
monials, to the Secretary of the hospital by Novem- 
ber 29, 1961. (8092) 


NORTH STAFFORDSHIRE ROYAL 
INFIRMARY, Stoke-on-Trent 


HOUSE OFFICER (Medicine and Paediatrics) 
tequired. Pre-registration post. Vacant shortly. 
Six weeks’ postgraduate course recently completed. 
Further courses proposed. Applications, with copy 
testimonials, to Hospital Secretary. (7917) 


NOTTINGHAM NO. 1 HOSPITAL MANAGE- 
MENT COMMITTEE 


General Hospital, Nottingham (467 beds) 


Applications are invited for the posts of 
RESIDENT PRE-REGISTRATICN HOUSE 
PHYSICIA 


at the above hospital, duties to commence 
in December, 19651. Applications, stating age. 


nationality, qualifications and experience, together 
with copics of two recent testimonials, to be sent 
to the Group Secretary as soon as possible. (7575) 


PUTNEY HOSPITAL, Low Lower Common, S.W.15 


HOUSE PHYSICIAN 
resident, male or female. Vacant December 18, 
1961. Open to pre-registration candidates. Apply 
Hospital Secretary. enclosing copies of three recent 
testimonials, by December 6, 1961. (8312) 


ROYAL BERKSHIRE HOSPITAL, Reading 


Applications are invited from registered and pro- 
visionally registered medical practitioners for two 
posts as 

RESIDENT HOUSE PHYSICIAN 
vacant December 1, 1961, and tenable for six 
months. Write, stating age, qualifications (with 
dates), nationality, present post, with copies of two 
recent testimonials, to Secretary. (7184) 


ROYAL HAMPSHIRE HOSPITAL 
Winchester (404 beds 


HOUSE PHYSICIAN 
(Pre-registration). Vacant January 1, 1962. Ap- 
plications, with copies of two testimonials, to the 
Hospital Secretary. (8241) 


ROYAL HAMPSHIRE COUNTY HOSPITAL 
Winchester (404 beds) 


HOUSE PHYSICIAN 
required (pre-registration). Some dermatology. 
Post vacant December 29, 1961. Applications, with 
copies of two testimonials, to the Hospital Secre- 
tary. (8242) 


ROYAL LANCASTER INFIRMARY, Lancaster 


RESIDENT HOUSE PHYSICIAN 
(House Officer grade). Post vacant end of Janu- 
ary, 1962, and tenable for six months. Pre-regis- 
tration candidate preferred. Apply immediately, 
Stating age, training, qualifications, experience, and 
with names of two medical referees, to Group 
Secretary, Royal Lancaster Infirmary, aw 

(8519) 


ST. ALFEGE’S HOSPITAL, Greenwich, S.E.10 
(591 beds) 


HOUSE PHYSICIAN 
Vacant early January. Six months’ appointment. 
National salary and conditions. Write, with testi- 
monials, to Group Secretary, G. and D. H.M.C., 
at hospital. (8441) 


ST. JOHN’S HOSPITAL, Chelmsford 
HOUSE PHYSICIAN (Pre-registration) 
Applications are invited for the vacant position 
of House Physician at the above hospital, to com- 
mence on December 1. Applications, with copies 
of two recent testimonials, to the Group Secretary, 
Chelmsford Hospital Management Committee, Lon- 
don Road, Chelmsford, Essex. (7020) 


ST. MARY ABBOTS HOSPITAL 
Marloes Road, Kensington, W.8 


HOUSE PHYSICIANS 
Three vacancies on February 1, 1962. Resident 
and limited to six months. Provisionally registered 
candidates eligible. Application forms, obtainable 
from House Governor, by December 13. (8466) 


SALISBURY GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Salisbury General Hospital 


Applications are invited for the combined 

appointment of 
RESIDENT HOUSE SURGEON/HOUSE 
PHYSICIAN 

to run consecutively in this order for a period of 
six months in each post, starting January 1. Post 
open to pre-registration candidates. Apply, en- 
closing copies of two recent testimonials, to Hos- 
pital Secretary. General Infirmary, Salisbury. (8224) 


SOUTH LIVERPOOL HOSPITAL MANAGE- 
MENT COMMITTEE 


Sefton General Hospital, Liverpool 15 
(992 beds) 


Applications are invited for the appointment of a 
DENT HOUSE PHYSICIAN 

for the Tropical Unit at the above-named hospital 
for a period of six months, with effect from March 
1, 1962. THis post is approved as a pre-registra- 
tion post. The terms and conditions of service 
will be in accordance with the regulations of the 
Ministry of Health. Application forms may be 
obtained from the undersigned, to whom they 
should be returned not later than first post on 
Friday, December 8, 1961.—Garnet Chaplin, a 
retary to the Committce. (8392) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 45 
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SOUTH LIVERPOOL HOSPITAL MANAGE- 
MENT COMMITTEE 


Sefton General Hospital, Liverpool 15 
(992 beds, 108 cots) 


Applications are invited for the appointments of 
SIX RESIDENT HOUSE PHYSICIANS 
(General) 
which will become vacant at the above-named 
hospital on March 1, 1962, and will be for a 
period of six months. These posts are approved 
as pre-registration posts. The terms and condi- 
tions of service will be in accordance with the 
regulations of the Ministry of Health. Application 
forms may be obtained from the undersigned, to 
whom they should be returned not later than first 
post on Friday, December 8, 1961.—Garnet Chap- 
lin, Secretary to the Committee. (8391) 


SOUFHPORT AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the following resi- 
dent House Officer appointment at the Southport 
General Infirmary, Scarisbrick New Road, South- 
port (the hospital is recognized for pre-registration 
and F.R.C.S.): 

HOUSE PHYSICIAN 
(General Medicine and Ophthalmology) 
Post vacant January 11, 1962. Applications, stating 
age, qualifications (with dates), nationality, and 
positions held, together with copies of testimonials, 
to the Hospital Secretary. (8345) 


STOCKPORT AND BUXTON HOSPITAL 
MANAGEMENT COMMITTEE 


Stepping Hill Hospital, Stockport (564 beds) 


Applications are invited for the following pre- 
registration posts : 
HOUSE OFFICER 
Vacant January 15, 19 
HOUSF OFFICER (Medicine 
Vacamt March 9, 1952 
Applications, with full particulars, ‘and copies of 
two testimonials, to be addressed to the under- 
signed.—E. J. Durramt, Group Secretary, 59B 
Shaw Heath, Stockport. (8114) 


STOKE MANDEVILLE HOSPITAL, Aylesbury 


RESIDENT HOUSE PHYSICIAN 
required for Department of General Medicine. 
Duties to include responsibility for acute medical 
beds and six psychiatric beds. Pre-registration 
appointment, but registered practitioner may 
apply. Post vacant mid-December. Application, 
with copies of two testimonials, to be forwarded, 
as soon as possible, to the Administrative Officer. 

(8001) 


SWINDON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


PRE-REGISTRATION RESIDENT HOUSE 
PHYSICIANS 
required for acute medical unit of 32 beds at St. 
Margaret’s Hospital in January, 1962. Staff flats 
available. Full details, with two testimonials, to 
Group Secretary, 7 Okus Road. Swindon. (8313) 


THE ROYAL HOSPITAL, Wolverhampton 


PRE-REGISTRATION HOUSE OFFICER 
(General Medicine) 
Vacant December and January. Apply, with 
copies of two testimonials, to the Secretary. (7600) 


TOTTENHAM GROUP HOSPITAL MANAGE- 
MENT COMMITTEE, The Green, N.15S 


RESIDENT HOUSE PHYSICIAN 
(third post) for duties at the Prince of Wales’s and 
St. Ann's General Hospitals, for a period of six 
months from January 25, 1962. The successful 
applicant will be required to act as locum for 
approximately 16 days prior to taking up appoint- 
ment. Application form, from Group Secretary, 
to be returned by December 6, 1961. (8474) 


WALSALL HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited for the following 
appointments : 
General (Sister Dora) Hospital (188 beds) 
HOUSE PHYSICIANS 
(Vacant end January) 
Manor Hospital (340 beds) 
HOUSE PHYSICIANS 
(Vacant carly January) 
These are acute general hospitals situated in a 
densely populated industrial area, and give wide 
experience in all branches of medicine and surgery. 
Post recognized for pre-registration. Duties mainly 
acute medical, with opportunities for additional 
experience in cardiology, chest diseases, diabetes 
and dermatology. Applications, with names of 
two referees, to Group Secretary, General (Sister 
Dora) Hospital, Walsall, Staffs. (8523) 


WARNEFORD HOSPITAL, Leamington Spa 
(211 beds) 


HOUSE PHYSICIAN 
resident, and recognized for pre-registration. Post 
vacant December 13. Married quarters may 
available. Applications, with two recent testi- 
monials, to Hospital Secretary. (8315) 


WARRINGTON GENERAL HOSPITAL 
(335 beds) 


RESIDENT HOUSE PHYSICIANS 
(Mate or Female) 

(Recognized for pre-registration) 
Applications are invited for the above posts, 
which will become vacant: first post mid-Decem- 
ber, second post mid-January, 1962. The appoint- 
ments offer a wide and comprehensive experience 
in acute general medicine. Staffing of the medical 
unit consists of two Registrars and two House 
Physicians. Applications to be forwarded to the 
Group Secretary, General Hospital, Warrington, 
Lancs. (8026) 


WOOLWICH GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


HOUSE PHYSICIANS 
Five appointments, vacamt January 1. Three at 
Brook General Hospital, Woolwich, and two at 
St. Nicholas’ Hospital, Plumstead. All posts ap- 
proved for pre-registration service. Applications 
to Group Secretary, Memorial Hospital, Woolwich, 
S.E.18, not later than November 30. (8030) 


NEUROLOGY 
LIVERPOOL REGIONAL HOSPITAL BOARD 
Regional Neurological Unit, Walton Hospital 


Applications are invited for the post of 

GISTRAR IN NEUROLOGY 
The successful applicant will undertake duties 
mainly in the above unit at Walton Hospnal, 
where the Regional Neurosurgical Unit is also 
sited ; he will be required to make occasiona) 
visits to other hospitals in the region. Forms of 
application, from Dr. T. Lloyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional 
Hospital Board, 55 Castle Street, Liverpool 2, to 
be returned not later than December 9, 1961.— 
Vincent Collinge, Secretary to the Board. (8395) 


ST. THOMAS’ HOSPITAL, London S.E.1 


HOUSE PHYSICIAN 
(Neurology and Thoracic Medicine) 
for six months from February 6. Resident. Ap- 
plications, from fully registered practitioners only, 
to Clerk of the Governors by December 6, 1961, 
naming two referees. (8429) 


NEUROSURGERY 


UNITED CAMBRIDGE HOSPITALS 
Addenbrooke’s Hospital, Cambridge 


HOUSE PHYSICIAN 
for six months from January 4, 1962. Recognized 
pre-registration service. Apply to Secretary, by 
December 6, stating age, nationality, qualifications 
and cxperience (with dates), and with copies of 
three testimonials. (8314) 


WANDSWORTH HOSPITAL GROUP 


St. James’ Hospital, Balham, London S.W.12 


TWO HOUSE PHYSICIANS 
required for busy and interesting medical unit. 
One post becomes vacant on December 19, the 
other on January 18. 

LOCUM HOUSE PHYSICIAN 
also required from January 4 to 17. Applications, 
stating age, qualifications, experience and two 
referces, to Group Secretary at above address. 

(8385) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN NEUROSURGERY 
for work in the Neurosurgical Units at Chapel 
Allerton Hospital, Leeds, and Pinderfields General 
Hospital, Wakefield. Resident or non-resident. 
Post offers good experience in medical and surgical 
neurology. Applications, stating age, qualifications, 
experience, etc., and the names and addresses of 
three referees, to the Secretary, Joint Registrars 
Committee, Park Parade, Harrogatc, by November 
30, 1961. (8316) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Preston and Choricy Hospital Management 
Committee 
Preston Royal _Infirmary (413 beds) 


REGISTRAR IN NEUROSURGERY 
required. Post vacant now, recognized for F.R.C.S. 
Application forms obtainable from Group Secre- 
tary, Royal Infirmary, Preston, Lancs. (8243) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


Preston Royal Infirmary (413 beds) 
SENIOR HOUSE OFFICER IN 
NEUROSURGERY 


required. Post vacant now. Recognized for 
F.R.C.S. Applications. with names of two referecs, 
to Group Secretary, Royal Infirmary, Preston, 
Lancs. (8317) 


OBSTETRICS AND GYNAECOLOGY 
SHEFFIELD REGIONAL HOSPITAL BOARD 


CONSULTANT OBSTETRICIAN AND 
GYNAECOLOGIST (Maximum part-time) 
required for the Scunthorpe Area. Application 
forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood Road, Sheffield 10. Forms 
to be returned by December 16, 1961. (7948) 


BEDFORD GENERAL HOSPITAL (424 beds) 


Applications are invited for the post of 
REGISTRAR IN OBSTETRICS AND 
LOGY 


Appointment for one year in the first instance, 
tenable from April 1, 1962. The Maternity Unit 
comprises 71 obstetric and 23 gynaccological beds, 
and the hospital has a busy Out-patients Depart- 
ment. Application forms obtainable from, and 
returnable to, Group Secretary, Bedford Group 
H.M.C., 3, Kimbolton Road, Bedford, not later 
than December 31, 1961. (8280) 


ELIZABETH GARRETT ANDERSON HOSPITAL 
Euston Road, N.W.1 
(Royal Free Hospital Group) 


APPOINTMENT OF GYNAECOLOGICAL AND 
OBSTETRIC REGISTRAR 
Applications are invited from registered women 
medical practitioners for the post of Resident 
Gynaecological and Obstetric Registrar (recognized 
for the M.R.C.O.G. in Gynaecology). Duties at 
this hospital and the Garrett Anderson Maternity 
Home. Appointment for one year in the first in- 
stance, to commence March 1, 1962. Applications, 
with names of three referees, should be sent to 
the Hospital Secretary, Elizabeth Garrett Anderson 
Hospital, by December 14, 1961. (8505) 


ROCHDALE AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Birch Hill Hospital 
REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 


(resident) required beginning of December. The 
post is recognized for D.Obst.R.C.0.G. Excellent 
married accommodation § available in hospital 
grounds. Apply to Group Secretary, Birch Hill 
Hospital, Rochdale. (8450) 


ST. HELIER HOSPITAL. Carshalton, Surrey 
(763 beds) 


REGISTRAR IN OBSTETRICS AND 
GYNAECOLOGY 
(78 Obstetric and 60 Gynaecological beds) 
Post vacant early January, 1962. Fo-ms of appli- 
cation, returnable by December 9, 1961, obtainable 
from the Group Secretary at above address. (828!) 


WELSH HOS?'TAL BOARD 


REGISTRAR IN ORSTE 
based at St. David’s Hospital, Cardiff (Maternity 
Unit, 108 beds), to serve Cardiff Hospital Manage- 
ment Committee. Resident. Post recognized for 
M.R.C.0.G. Subject to review end of first year. 
Application forms (12 copies) from S.A.MO., 
Temple of Peace and Health, Cardiff, a 
¢ 


days. 


WELWYN GARDEN CITY MATERNITY 
HOSPITAL AND ST. ALBANS CITY HOSPITAL 
LOCUM TENENS GYNAECOUOGICAL AND 
OBSTETRIC REGISTRAR 
required from December 11, 1961, for duties mainly 
at Welwyn Garden City Maternity Hospital. Ap- 
plications to Secretary, Mid-Herts Group Hospital 
Management Committee, Bleak House, Catherine 
Street, St. Albans, Herts. (7959) 


WEST MIDDLESEX HOSPITAL AND 
CHARING CROSS HOSPITAL 


Applications are invited for the post of 
SENIOR REGISTRAR IN OB8STETRICS AND 
GYNAECOLOGY 
(non-resident), commencing January 1, 1962, at 
the West Middlesex Hospital. The successful can- 
didate will spend about two years at the West 
Middlesex Hospital, taking up duties at Charing 
Cross Hospital when present Senior Registrar 
finishes his appointment. Applications, on forms 
obtainable from the undersigned, to be returned 
by December 1. 1961.—Frank Hart, Secretary to 
the Board, Charing Cross Hospital, London "as 
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CANADIAN RED CROSS MEMORIAL 
HOSPITAL, Taplow, near Maidenhead 


SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 
required. Post recognized for M.R.C.O.G. 50 
obstetric beds and 25 gynaecological beds. Post 
vacant December 4. Applications, stating age, 
qualifications and experience, with copies of two 
recent testimonials, to Secretary. (8006) 


CITY GENERAL HOSPITAL, Sheffield 5 
(Acute hospital, 680 680 beds) 


Resident post of 

SENIOR HOUSE OFFICER (Gynaecology) 
Vacant January 15, 1962. Duties divided between 
units in charge of Professor of Obstetrics and 
Gynaecology, University of Sheffield, and maximum 
part-time Consultant respectively. Recognized for 
M.R.C.O.G. Applications, with full details and 
the names of two persons for reference, to the 
Hospital Secretary. (7905) 


CITY GENERAL HOSPITAL, Stoke-on-Trent 
(792 beds) 


SENIOR HOUSE OFFICER 

(Obstetrics and Gynaecology) 
required. Post vacant _ shortly. Recognized 
M.R.C.O.G., D.Obst.R.C.0.G. 100 obstetric, 40 
gynaecological beds. Staff includes Senior Registrar, 
Registrar, two House Surgeons. Detailed applica- 
tions, with copy testimonials, to Hospital Secre- 
tary. 8282) 


DONCASTER HOSPITAL MANAGEMENT 
COMMITTEE 


Western Hospital, Doncaster 
Recognized under the Regulations for the 
D.Obst R.C.O G. and M.R.C.0O.G. (obstetrical ex- 
perience), and approved for pre-registration service 

under the Medical Act, 1950 


Applications are invited for the post of 
OBSTETRICAL HOUSE OFFICER 
(Senior House Officer or pre-registration post). 
Post vacant beginning of February. Applications 
should be forwarded to the Group Secretary at 
Doncaster Royal Infirmary by December 12. (8283) 


HARROGATE AND RIPON H.M.C. 
Harrogate General Hospital 


Applications are invited for the resident post of 
SENIOR HOUSE OFFICER IN OBSTETRICS 
(recognized for D.Obst.R.C.O.G.) for the period 
from February 1, 1962. This post offers good 
obstetric experience and there are opportunities 
also for gaining experience in gynaecology. Apply, 
with full details and with the names and addresses 
of two referees, by December 6, to the Hospital 
Secretary, Harrogate and District General Hos- 
pital, Harrogate, Yorkshire. (8407) 


HIGHBURY HOSPITAL, Bulwell, Notts 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER IN OBSTETRICS 
AND GYNAECOLOGY 
The post. which is vacant on January 1, 1962, is 
recognized for the D.Obst.R.C.O.G. examination. 
Maternity Department of 41 obstetric beds, Gynae- 
cological Unit of 11 beds, and a small block for 
puerperal pyrexia cases. Preference will be given 
to candidates who have experience in obstetrics 
and gynaccology. Applications, stating age, 
nationality, qualifications and experience, to be 
sent to Hospital Secretary. (7636) 


PLAISTOW MATERNITY HOSPITAL 
Howards Road, Plaistow, London E.13 


RESIDENT SENIOR HOUSE OFFICER 
(Obstetrics) 
required for six months, to commence duty Febru- 
ary 19, 1962. Previous experience in obstetrics 
essential. Post recognized for D.Obst.R.C.0.G. 
Detailed applications, with copies of two recent 
testimonials, to Hospital Secretary by December 9, 
1961, (8430) 


PORTSMOUTH GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Saint Mary's Hospital (691 beds) 
Queen Alexandra Hospital (514 beds) 
(Gynaecology : Saint Mary’s Hospital (54 beds) ; 
Queen Alexandra Hospital (39 beds) ) 


SENIOR, HOUSE OFFICER 

Post vacant now. Previous experience desirable. 
Departmental establishment, three Consultants, 
three Registrars, one Senior House Officer, three 
House Officers (Obstetrics). Applications, stating 
age, experience and qualifications, together with 
the names of two referees. should bec forwarded as 
soon as possible.—L. C. Rogers, Group Secretary, 
Saint Mary’s Hospital, Milton Road, Portsmouth. 
(7602) 


THE UNITED LEEDS HOSPITALS 
The Hospital for We Women at Leeds 


GYNAECOLOGICAL AL HOUSE 

required, to commence February 1, 1962. 

Officer or Senior House Officer grade. "Fan 

recognized for M.R.C.O.G. Apply, giving age, 

ee and experience, with names of three 
the y to the Board, the General 

Leeds, before November 30, 


THE UNITED SHEFFIELD HOSPITALS 
Jessop Hospital for Women, Sheffield 3 
RESIDENT SENIOR HOUSE OFFICER 

IN PATHOLOGY 


required. Appointment vacant December 5. Suit- 
able for candidates for the M.R.C.O.G. examina- 
tion who have completed other clinical require- 
ments. Applications, with names of three referees 
or testimonials, should be sent immediately to the 
Superintendent, Jessop Hospital for Women, 
Leavygreave Road, Sheffield 3. (8513) 


THORPE MATERNITY HOSPITAL 
Easington, Co. Durham (55 beds) 


SENIOR HOUSE OFFICER 
(male or female) in Obstetrics required. Post 
vacant immediately. Single accommodation avail- 
able. Previous obstetrical experience desirable. 
This appointment also affords useful experience in 
gynaecology. (Out-patient Department and 12 
gynaecological beds in nearby hospital.) Apply, 
naming two referees, to the Hospital Secretary, 
Leeholme Hospital, Easington, Co. Durham. (8318) 


UNITED CAMBRIDGE HOSPITALS 
Addenbrooke's Hospital, Cambridge 


SENIOR HOUSE OFFICER 
(resident), Maternity Hospital, Cambridge. Vacant 
from January 5, 1962, for six months in first instance, 
with possible extension to one year. Some previ- 
out obstetrical experience essential. Recognized 
obstetrical appointment for M.R.C.O.G. and 
D.Obst.R.C.0.G. Apply, by December 6, 1961, 
Stating age, nationality, qualifications and experi- 
ence (with dates), and with copies of three testi- 
monials, to the Secretary, United Cambridge Hos- 
pitais, Addenbrooke's Hospital, Cambridge. (8319) 


NEWCASTLE UPON TYNE HOSPITAL 


DIST 
MANAGEMENT COMMITTEE 
Department of Obstetrics and Gynaeco!ogy 


Applications are invited for the following posts, 
vacant on January 14, a: 

(1) Newcastle General Hospital (840 beds, includ- 
ing 100 for Ob tetrics and Gynaecology) 
= HOUSE OFFICERS 
esident, pre-registration 
ONE SENIOR a OFFICER or HOUSE 
OFFICER 
according to _ 

This department is recognized for the M.R.C.O.G. 
and D.Obst.R.C.O.G., and undertakes the tra‘ning 
of medical students in the University of Durham. 
Preference for the House Officer posts will be given 
to provisionally registered candidates who have 
already heid an initial pre-registration appointment. 
(2) Hexham General Hospital (304 beds) 
Gynaecology : HOUSE OFFICER. resident, pre- 


registration (or SENIOR HOUSE OFFICER 

according to qualifications and — Recog- 
nized tor M.R.C.O 

(3) Ditston Hall Maternity Corbridge 


(50 beds) 
Obstetrics: HOUSE OFFICER, resident, pre- 
registration (or SENIOR HOUSE OFFICER 
according to qualifications and experience). Recog- 
nized for M.R.C.O.G. and D.Obst.R.C.O.G. 
In the event of appointment at Senior House Officer 
Jevel at either Hexham or Dilston, the post will be 
held for six months and can be extended for a 
further six months in Obstetrics or Gynaecology, 
making a twelve months’ appointment in all. 
Applications at House Officer level will be con- 
sidered from final-year students in anticipation of 
graduation. 
Applications, together with copies of two testi- 
monia!s, should be sent to the Secretary, Newcastle 
General Hospital, Westgate Road, Newcastle upon 
Tyne 4, by December 2, 1961. (8146) 


AMERSHAM GENERAL HOSPITAL 
Amersham, Buck 


HOUSE SURGEON 
required tor Gynaecology Department. Post recog- 
nized for M.R.C.O.G. The appointment is for six 
months, commencing January 1, 1962, and, subject 
to satisfactory service, the successful applicant will 
be offered the post of Obstetric H.O. for a further 
six months. This post is recognized for D.Obst. 
R.C.0.G. and M.R.C.0.G. The Gynaecology and 
Obstetric H.O.s will do relief duties for each other, 
with alternate week-ends off. Apply, with names 
of two referees, to Secretary. (8244) 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Queen’s Park Hospital, Blackburn 


HOUSE OFFICER (Obstetrics and Gynaecology) 
required for busy unit of 58 beds, taking normal 
and abnormal cases. Post vacant January 13, 1962. 
Recognized for Membership and Diploma R.C.O.G. 
(Obstetrics). Applications, giving names of two 
referees, to Group Secretary, H.M.C. Office. Royal 
Infirmary, Blackburn. (8245) 


AND LEWES HOSPITAL 
COMMITTEE 


WORTHING GROUP. "HOSPITAL MANAGE- 
MENT COMMITTEE 


Applications are invited for the following 
appointments, all of which will be vacant about 
February 1, 1962 : 

General Hospital 


Brighton Hi 
OBSTETRIC AND GY NAECOLOGICAL 
HOUSE SURGEONS (Two) 


y-Sea 
OBSTETRIC AND GYNAECOLOGICAL 
HOUSE SURGEONS (Two) 
(Recognized for D.Obst. and M R.C.0.G.) 
Sussex Maternity Hospital, Brighton 
OBSTETRIC HOUSE SURGEON (One) 
(Recognized for D.Obst.R.C.O.G.) 
Selected candidates for all posts will be seen at 
the same interview. Application form and further 
details may be obtained from the Physician Super- 
intendent, Brighton General Hospital, Elm Grove, 
Brighton. (8477) 


CITY OF LONDON MATERNITY HOSPITAL 
Hanley Road, London N.4 


OBSTETRIC HOUSE SURGEON 
Vacant December 15. Post recognized for 
M.R.C.O.G. Application forms from Hospital Sec- 
retary. Closing date November 30. (8195) 
CLWYD AND DEESIDE HOSPITAL 
MANAGEMENT COMMITTEE 


H. M. Stanley Pa. St. Asaph, Flintshire 
(54 Obstetric beds) 


Applications are invited from pre-registration or 

registered medical practitioners for the post of 
HOUSE OFFICER 

Recognized for the DAObst.)R.C.O.G. and 
M.R.C.O.G. Post vacant February 1, 1962. Ten- 
able for six months. Married quarters available. 
Applications, together with two testimonials, to 
be sent immediately to the Group Secretary, 
“* Rhianfa,’* Russell Road, Rhyl. (8320) 


FARNHAM HOSPITAL 
Hale Road, Farnham, Surrey 


Farnham Group Hospital Management Committee 
OBSTETRICAL AND PAEDIATRIC HOUSE 
OFFICER 


required on December 1 for six months. Medical 
Whitiey Council salary scales and conditions. Ap- 
plication by letter, giving full personal details and 
copies of three testimonials, to be sent to the 
Medical Superintendent. (7697) 


GENERAL HOSPITAL, Chester Road, Sunderland 
(443 beds) 


OBSTETRICAL HOUSE OFFICER 
required for January 14, 1962, pre-registration ap- 
plicams will be considered. Post recognized for 
D.Obst.R.C.0.G. Apply, naming two referees, to 
the Hospital Secretary, (8284) 


GEORGE ELIOT HOSPITAL, Nuneaton 


GY AL AND 
OUSE SURGE 
required. 20 43 obstetric 
beds. Recognized for Membership and D.Obst. 


R.C.0O.G. Vacant December 22. Apply Hospital 

Secretary. (8246) 

HULL (A) Gaeta MANAGEMENT 
ITEE 


Hull Maternity Hospital (81 beds) 


THREE HOUSE OFFICERS (Obstetrics) 

Applications are invited for the above resident 
posts, which are tenable for six months. One 
vacant mid-December and two mid-January. The 
establishment consists of one Senior House Officer 
and three House Officers. The posts are recog- 
nized for the D.Obst.R.C.0O.G. and M.R.C.O.G. 
and afford excellent experience in normal and 
abnormal obstetrics. Applications, stating age. 
qualifications and experience, with names and 
addresses of two referees, to the Hospital Secre- 
tary, Hull Maternity Hospital, Hedon Road, Hull, 
by November 30, stating which vacancy desired. 
(8128) 


IMPORTANT: All intending applicants 
should read the revised NOTICE ar the 
top of page -45 
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HOSPITAL OF ST. CROSS, Rugby, and 
ST. MARY’S HOSPITAL, Harborough Magna 


HOUSE OFFICER IN GYNAECOLOGY AND 
OBSTETRICS 

Vacant December 28, 1961. Not pre-registration. 

Recognized D.Obst. Applications to Hospital Sec- 

retary, Hospital of St. Cross, Rugby. (7953) 


LEWISHAM HOSPITAL, London S.E.13 


Applications are invited for two posts of 
HOUSE OFFICER (Obstetrics and Gynaecology) 
Vacant about the end of December. Recognized 
for M.R.C.O.G. and D.Obst. Candidates should 
have held previous house appointments, preferably 
in a Teaching Hospital. Applications to the Group 
Sccretary, Lewisham Hospital, S.E.13. (8285) 


ROYAL HAMPSHIRE COUNTY HOSPITAL 
Winchester (404 beds) 


HOUSE OFFICER, OBSTETRICS AND 
GYNAECOLOGY 
required. Vacant January 1, 1962. Post recog- 
nized for the D.Obst.R.C.0.G. Applications, with 
copies of two testimonials, to Hospital a. 
8247) 


ROYAL LANCASTER INFIRMARY, Lancaster 


RESIDENT HOUSE OFFICER 
(Obstetrics /Gynaecology) 

Post vacant January 22, 1962, and tenable for 
six months. Recognized for pre-registration ser- 
vice and also for D.Obst. and M.R.C.O.G. Apply 
immediately, stating age, training, qualifications, 
experience, and with names of two medicai 
referees, to Group Secretary, Royal Lancaster In- 
firmary, Lancaster. (8520) 
ST. ALFEGE’S HOSPITAL, Greenwich, S.E.10 
(Recognized for Dip./M.R.C.O.G. examinaiion) 


HOUSE OFFICER (Obstetrics and Gynaecology) 
Vacant late December. Six months’ appointment 
(renewable). Salary £675/£82S, less £155 £165 for 
residence. Write. with testimonials, to Group 
Secretary, G. and D. H.M.C., at hospital. (8442) 
ST. ANDREW’S HOSPITAL, Bow, E.3 
HOUSE SURGEON (Obstetrics and Gynaecology) 
required. Recognized pre-registration post. Vacant 
mid-December. Applications, with copy of at least 
one testimonial, to the Hospital Secretary. (8341) 
Si. MARY ABBOTS HOSPITAL 
Marloes Road, Kensington, ws 


HOUSE SURGEON (Obstetric and Gynaecology) 
Vacant February 1, 1962. Recognized for 
D.Obst.R.C.0.G. in Obstetrics. Resident, and 
limited for six months. Application forms, obtain- 
able from House Governor, by December 31. (8467) 
SALISBURY GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 
Salisbury General Hospital 


Applications are invited ‘for the combined ap- 
pointment of 

HOUSE SURGEON IN GENERAL SURGERY 
and OBSTETRICAL AND GYNAECOLOGICAL 

HOUSE SURGEON 

(recognized by R.C.O.G.), to run concurrently in 
this order for a period of six months in each post 
from January 20, 1962. Post open to pre-registra- 
tion candidates. Apply, enclosing copics of two 


recent testimonials, to Hospital Secretary, General 
Infirmary, Salisbury. (7921) 
SOUTH LIVERPOOL HOSPITAL MANAGE- 


MENT COMMITTEE 


Sefton General Hospital, Liverpool 15 
(992 beds, 108 cots) 


Applications are invited for the appointment of 
TWO RESIDENT HOUSE SURGEONS 
(Obstetric) 
which will become vacant at the 
hospital on March 1, 1962, and will be for a 
period of six months. These posts are approved 
as pre-registration posts, and are recognized for 
the D.Obst.R.C.0.G. and M.R.C.O.G. The terms 
and conditions of service will be in accordance 


with the regulations of the Ministry of Health. 
Application forms may be obtained from the 
undersigned, to whom they should be returned not 


later than first post on Friday, December 1, 1961. 
—Garnet Chaplin, Secretary to the Committee. 
(8394) 
STOCKPORT AND BUXTON HOSPITAL 
MANAGEMENT COMMITTEE 


Stepping Hill Hospital, Stockport (564 beds) 


Applications are invited for the pre-registration 
post of: 

HOUSE OFFICER (Obstetrics) 
(Recognized for the D.Obst.) 

Vacant March 1, 1962. Applications, with full par- 

ticulars, and copies of two tcstimonials, to be 

addressed to the undersigned.—E. J. Durrant, 

Group Sccrc:ary, 59B Shaw Heath, Stockport. r 

(8115) 


above-named - 


THE WOMEN’S HOSPITAL, Wolverhampton 
HOUSE OFFICER (Obstetrics and Gynaecology) 
required. Recognized for D.Obst.R.C.O.G.  Pre- 
vious experience in this specialty not essential. Ap- 
plications, with names of two referees, to Hospital 
Secretary, Royal Hospital, Wolverhampton. (7923) 
WOOLWICH HOSPITAL MANAGE- 
NT COMMITTEE 


HOUSE SURGEONS 
(Gynaecology and Obstetrics) 


Two posts, vacant mid-December and _ carly 
January. One at St. Nicholas’ Hospital, Plum- 
stead. Recognized for D.Obst.R.C.O.G., or three 


months’ obstetrics, three months’ gynaccology for 
M.R.C.O.G. One at Memorial Hospital, Wool- 
wich, recognized for M.R.C.O.G. (six months’ 
gynaecology). Small obstetric unit, providing good 
expericnce. Apply to Group Secretary, Memorial 
Hospital, Woolwich, S.E.18. (8347) 


OPHTHALMOLOGY 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CONSULTANT OPHTHALMOLOGIST 
four half-days a week : 
Central Middlesex Hospital, Park Royal, N.W.10 
—-One half-day. 
Neasden Hospital, Brentfield Road, N.W.10 
(ophthalmic unit of 26 beds)—Two half-days. 
Willesden General Hospital, Harlesden Road, 
N.W.10—One half-day. 
Hospitals may be visited by direct appointment. 
Application forms obtainable from Secretary, 
North-West Metropolitan Regional Hospital Board, 
40 Eastbourne Terrace, W.2. Returnable before 
December 29, 1961. (8452) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Applications are invited for the appointment of a 
sISTRAR IN OPHTHALMOLOGY 

at the Royal Victoria Hospital, Poole Road, West- 
bourne, Bournemouth (74 beds, 24 ophthalmo- 
logical). The appointment, which is subject to 
review after one year, is non-resident, and becomes 
vacant on February 1, 1962. Application is being 
made for recognition for this post for the F.R.C.S. 
Forms of application, obtainable from the Group 
Secretary, H.M.C. Office, Royal Victoria Hospital, 
Shelley Road, Boscombe, Bournemouth, Hants, 
should be returned to him, duly completed, within 
14 days of the appearance of this advertisement. 
(8321) 

OXFORD REGIONAL HOSPITAL BOARD 


LOCUM REGISTRAR IN OPHTHALMOLOGY 
required at Royal Buckingham Hospital, Aylesbury, 
for period December 15, 1961, to February 5, 1962. 
Applications, with names of two referees, to Sec- 
retary, Oxford Regional Hospital Board, 43 Ban- 
bury Road, Oxford. (7956) 


THE UNITED SHEFFIELD HOSPITALS 


Royal Hospital 


Applications invited for the post of 
OPHTHALMIC REGISTRAR 

Vacant March 9, 1962. Applications, stating agc, 
nationality, qualifications, present and previous 
appointments (with dates), naming three referees, 
to Chief Administrative Officer, United Sheffield 
Hospitals, West Street, Sheffield 1, by aS 

(8416) 


GLASGOW EYE INFIRMARY 


SENIOR HOUSE OFFICER IN 
OPHTHALMOLOGY 

(non-resident) required for one year in the first 
instance. Applications, stating date of birth, quali- 
fications, and present appointment, and giving the 
names of three referees, should be submitted to 
the Secretary, Board of Management for Glasgow 
Western Hospitals, 10 Park Circus, Glasgow C.3. 

(8503) 


NOTTINGHAM EYE HOSPITAL 


SENIOR HOUSE OFFICER (Ophthalmology) 
required. Duties to commence carly December. 
Salary and conditions of service in accordance with 
Ministry regulations. Applications, stating age, 
qualifications and experience, together with copies 
of testimonials, to be sent to the Group Secretary, 
Gencral Hospital, Nottingham. (7924) 


ORTHOPAEDICS 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


CONSULTANT TRAUMATIC AND 
ORTHOPAEDIC SURGEON 
whole-time or maximum sessions part-time, at 
Luton and Hitchin Hospitals. Duties mainly at 
Lister Hospital, Hitchin (297 beds), with visits to 
Stevenage Out-patient Department and weekly visit 
to Luton and Dunstable Hospital (244 beds). The 
Lister Hospital is to be rebuilt on a new site near 
Stevenage. Surgeon appointed will be required to 
reside in the Hitchin-Stevenage area. Hospitals 
may be visited by direct appointment. Applica- 
tion forms, with further particulars, obtainable 
from Secretary, North-West Metropolitan Regional 
Hospital Board, 40 Eastbourne Terrace, W.2 
Returnable before December 27, 1961. (8453) 


LIVERPOOL REGIONAL HOSPITAL BOARD 


Sefton General Hospital 


Applications are invited for the post of 

ORTHOPAEDIC REGISTRAR 
with duties at the above hospital. Forms of ap- 
plication, from Dr. T. Lloyd Hughes, Senior Ad- 
ministrative Medical Officer, Liverpool Regional 
Hospital Board, 55 Castle Street, Liverpool 2, to 
be returned not later than December 9, 1961.— 
Vincent Collinge, Secretary to the Board. (8396) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Preston and Management 
‘omm 
Preston Royal Infirmary (413 beds) 


REGISTRAR IN ORTHOPAEDICS 
required. Post vacant late December. Recognized 
for F.R.C.S.— Application forms obtainable from 
Group Secretary, Royal Infirmary, Preston, Lancs. 

(8322) 


MID-WORCESTERSHIRE GROUP 


REGISTRAR (Orthopaedics) 
for Group duties. Experience in specialty desir- 
able. Higher qualification desirable. Resident or 
non-resident. Application forms, from Secretary, 
Mid-Worcestershire Group, Birmingham Road, 
Bromsgrove, to be returned by December 4, 1961. 
Candidates may visit hospitals. (8323) 


GLOUCESTERSHIRE ROYAL HOSPITAL 
Great Western Road, Gt Gloucester (279 beds) 
Applications are invited for the of 

SENIOR HOUSE OFFICE 
to the Orthopaedic and Traumatic Unit (70 
beds). Post vacant mid-January. Applications, 
stating age, qualifications and experience, should 
be sent to the Hospital Secretary. (8480) 


MANAGEMENT 


HULL (A) GROUP HOSPITAL 
COMMITTEE 


Hull Royal Infirmary 


Applications are invited for the post of 
ORTHOPAEDIC HOUSE SURGEON 
(Senior House Officer grade). Vacant November 
23. National salary scale and conditions. The 
appointment is for six months. Applications to 
the Hospital Secretary. (7698) 


KENT AND SUSSEX HOSPITAL 
Tunbridge Wells (301 beds) 


Applications invited for post of 

SENIOR HOUSE OFFICER (Orthopaedics) 
Vacant December 21, 1961 Recognized — for 
F.R.C.S. Apply, giving age, qualifications, experi- 
ence, with names of two referees, to Group Secre- 
tary, Tunbridge Wells Group Hospital Manage- 
ment Committee, Sherwood Park, Pembury Road. 
Tunbridge Wells. (8079) 


MANFIELD ORTHOPAEDIC HOSPITAL 
Northampton (200 beds) 


SENIOR HOUSE OFFICER 
required (post vacant January 22, 1962). The post 
provides good experience at orthopacdic out-patient 
clinics and is recognized for F.R.C.S. Appoint- 
ment to September 30, 1962. Applications, giving 
tull details of experience, together with copies of 
two recent testimonials, to S. G. Hill, Group Sec- 
retary, General Hospital, Northampton. (7912) 


ROYAL EYE HOSPITAL 
St. George’s Circus, S.E.1 


Applications are invited for the post of 
‘SSIDENT HOUSE SURGEON 
(S.H.O. grade) from February 1, 1962. Appoint- 
ment is for a period of four months and the holder 
will be eligible for subsequent posts in rotation. 
The hospital is recognized for the F.R.C.S. and 
1D.O. examinations. Application forms, from the 
Hospital Secretary, to be returned not later than 
December 8, 1961. Also 
LOCUM SENIOR HOUSE OFFICER 
Resident. For two months in first instance. 


Apply 
immediately to Hospital Secretary. 


(7957) 


SOUTH CHESHIRE HOSPITAL MANAGEMENT 
COMMITTEE 


Crewe and District Memorial Hospital 
S.H.O. 
required for Orthopaedic Department. Vacant 
January 1, 1962. This post offers comprehensive 
experience under the supervision of a Consultant 
Orthopaedic Surgeon. Approved for F.R.CS. 
Applications stating age, qualifications and cx- 


perience, witlt names of two referees, to the Group 
Nantwich, Cheshire. 
(8054) 


Secretary, Barony Hospital, 


Nov. 25, 1961 


Orthopaedics—contd. 
THE UNITED LIVERPOOL HOSPITALS 
Royal Liverpool Children’s Hospital 


Applications are invited for appointment as 
SENIOR HOUSE OFFICER IN ORTHOPAEDICS 
for the period to Sepiember 30, 1962. Apply, by 
December 9, 1961, on form obtainable from the 
Secretary, 80 Rodney Street, Liverpool 1. (8481) 


TOTTENHAM GROUP HOSPITAL MANAGE- 
MENT COMMITTEE, - The Green, N.15 


RESIDENT HOUSE SURGEON 
(S.H.O.) at the Prince of Wales’s General Hospital, 
for Orthopaedic and Casualty Departments, for 
six months from February 3, 1962. The successful 
applicant will be required to act as locum for 
approximately 16 days prior to taking up appoint- 
ment. Application form, from Group Secretary, 
to be returned by December 6, 1961. (8475) 


WOODLANDS ORTHOPAEDIC HOSPITAL 
Rawdon, near Leeds, Yorkshire (112 beds) 


SENIOR HOUSE OFFICER (Resident) 
required January 1, 1962. Applications, stating 
qualifications, experience, etc., with copy testi- 
monials, to the Secretary, Royal Infirmary, Brad- 
ford 9. (8403) 


BLACK NOTLEY HOSPITAL, Bralatree, Essex 
(522 beds) 


oo EY invited for post of 
HOUSE OFFICER (Orthopaedic Surgery) 
Duties a care of cases from London Hospital 
Orthopaedic Department. Pre-registration or third 
post, tenable for six months. Recognized for 
F.R.C.S. Applications, with copies of three testi- 
monials, to Group Secretary, Colchester Group 
H.M.C., 14 Pope’s Lane, Colchester, Essex. (8286) 


MANOR HOSPI?T AL, Nuneaton (125_ beds) 
HOUSE SU IRGEON 
(Traumatic und Orthopaedic Surgery) 
Vacant December 6. Recognized F.R.C.S. 
Resident. Applications to Hospital Secretary. - 
(8011) 


OTOLARYNGOLOGY 
WESTERN REGIONAL HOSPITAL BOARD 


Applications arc invited for the following 
appointment 
LOCUM CONSULTANT E.N.T. SURGERY 
required immediately for duties at the hospitals 
in Ayrshire. Applications. stating date of birth, 
qualifications, experience, present appointment, and 
the names of three referees, to the Secretary, 
Western Regional Hospital Board, 351 Sauchichall 
Sureet, Glasgow C.2. (8408) 


MANCHESTER REGIONAL HOSPITAL BOARD 
Salford Hospital Management Committee 


E.N.T. REGISTRAR 
required with duties at Hope Hospital and the 
Royal Manchester Children’s Hospital. Post vacant 
December. 1961. Applications, with names of two 
referees, to be sent to the Group Secretary, Sal- 
ford Royal Hospital, Chapel Street, Salford 3, not 
later than December 1, 1961. (8176) 


* WELSH HOSPITAL BOARD 


REGISTRAR IN E.N.T. SURGERY 
Bridgend and District Hospital (self-contained unit 
f 36 beds). May also be required to visit other 
hospitals within the H.M.C. area. Recognized for 
D.L.O. and F.R.C.S. examinations. Non-resident. 
Subject to review end of first year. Application 
forms (12 copies) from S.A.M.O., Temple of Peace 
and Health, Cathays Park, Cardiff, within 14 days. 

(7739) 
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KINGSTON Pe HOSPITAL MANAGE- 
ENT COMMITTEE 


Kingston Hospital, Kingston-upon- Thames 


Applications are invited from suitably qualified 
medical officers for the post o 

LOCUM SENIOR HOUSE OFFICER (E.N.T.) 
from early January, 1962, for approximately six 
weeks. Applications, with two recent testimonials, 
to the Physician Superintendent of the hospital as 


WESSEX REGIONAL H HOSPITAL BOARD 


Salisbury Group Hospital M Management Committce 
Salisbury General Hospital 


Applications are invited for the appointment of 
PAEDIATRIC REGISTRAR 

with Resident Medical Officer duties at the Odstock 

Branch, from February 1. Flat available. Appli- 

cation forms obtainable from, and must be returned 

to, the Group Secretary, Odstock Hospital, Salis- 


soon as possible. (8324) bury, by December 6. (8248) 
BRIGHTON AND LEWES HOSPITAL 
PAEDIATRICS MANAGEMENT COMMITTEE 


SHEFFIELD REGIONAL HOSPITAL BOARD 


LOCUM FOR CONSULTANT PAEDIATRICIAN 
required for North Lincolnshire. Dutics at 
Grimsby, Louth and Scunthorpe. Salary according 
to status. Apply to Secretary, Sheffield Regional 
Hospital Board, Old Fulwood Road, Sheffield, 
naming two referees. (8326) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


MAXIMUM PART-TIME CONSULTANT 
PAEDIATRICIAN 
for North Lincolnshire. Duties at Grimsby, Louth 
and Scumhorpe. Application forms and further 
details from Senior Administrative Medical Officer, 
Sheffield Regional Hospital Board, Old Fulwood 
Road, Sheffield. Forms to be returned by Decem- 
ber 23, 1961. (8325) 


LEEDS REGIONAL HOSPITAL BOARD 
REGISTRAR IN PAEDIATRICS 
Bradford (A) and (B) Groups Duties mainly at 
the Bradford Children’s Hospital (100 beds, 60 
general medical and 40 surgical beds). Resident. 
Applications, stating age, qualifications, and details 
of present and previous appointments (with dates), 
together with the names and addresses of three 
referees, to the Secretary, Joint Registrars Com- 
mittee, Park Parade, Harrogate, by annie 30, 
1961. ~ (8328) 


MANCHESTER REGIONAL HOSPITAL BOARD 
and the BOARD OF GOVERNORS of the 
UNITED MANCHESTER HOSPITALS 


SENIOR REGISTRAR IN PAEDIATRICS 
at the Royal Manchester Children’s Hospital, 
Pendlebury, and St. Mary’s Hospitals, Manchester. 
Application forms, from the Senior Administrative 
Medical Officer to the Board, Cheetwood Road, 
Manchester 8, to be returned by December 5, Lona 
(8388) 


ROYAL HOSPITAL FOR SICK CHILDREN 
Yorkhill, Glasgow C.3 


Applications are invited for the post of 
REGISTRAR IN PAEDIATRICS 
Appointment for one year in the first instance, 
but renewable. Applications (six copies), stating 
date of birth, qualifications, experience, present 
appointment, and the names of three referees, to 
reach the Secretary, Board of Management for 
Glasgow and District Children’s Hospitals, 64 West 
Regent Street, Glasgow C.2, not later than 14 days 
after the publication of this advertisement. (8359) 


THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Street, London W.C.1 


Applications are invited for the post of 
SURGICAL OUT-PATIENT ASSISTANT 
(Senior Registrar grade), vacant immediately, to 
attend an O.P. Clinic for one session per week 
on Monday mornings. Further particulars and 
application forms, to be returned by December 13, 
1961, obtainable from the House Governor. (8431) 


WELSH HOSPITAL BOARD 


REGISTRAR IN PAEDIATRICS 
to serve Caernarvon and Anglesey H.M.C., based 
at St’ David's Hospital, Bangor. Resident / non- 
resident. Single accommodation. Subject to 
review end of first year. Application forms from 
S.A.M.O., Temple of Peace, Cathays Park, Car- 
diff, within 14 days. (8494) 


Royal Alexandra Hospital for Sick Children, 
Dyke Road, Brighton (144 beds and cots) 


Vacancy for 
SENIOR HOUSE OFFICER 
for one year from January t, 1962. Salary £1,050 
per annum at age 27 or under, £1,100 at age 2s 
or over, less £180 per annum for residential emolu- 
ments, Candidates should have experience 
in paediatrics. The post is recognized for D.C.H. 
Applications, stating age, nationality, and experi- 
ence, together with copies of two testimonials and 
the names of two referees, should be sent to the 
Administrative Officer as soon as possible. (8410) 


THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Street, London W.C.1 
There will be vacancies for 
TWO HOUSE SURGEONS 
(S.H.O. grade), one on February 5, 1962, the other 
on February 17, 1962. Further particulars and 
application forms, to be returned by December 13, 
1961, obtainable from the House Governor. (8432) 


THE UNITED LEEDS HOSPITALS 
The Maternity Hospital at Leeds 


SENIOR HOUSE OFFICER 
required for the Paediatric Unit for a period of 
one year. Post vacant February 1, 1962. Success- 
ful candidate will work under the direction of 
the Professor of Paediatrics and Child Health, and 
be responsible to him for the supervision and 
management of healthy and ailing babics in the 
Leeds Maternity Hospital. Previous experience of 
resident house posts in paediatrics and/or obstct- 
rics is desirable, but not essential. Applications, 
stating age, qualifications, previous posts (With 
dates), and the names of two referees, shouldbe 
sent to the Secretary to the Board, the General 
Infirmary, Leeds 1, by not later than Dece he 6, 
1961. (8356) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


HOUSE PHYSICIAN (Paediatrics) 
required mid-January at Royal United Hospital. 
Post recognized for D.C.H. qualification. Appli- 
cations, stating age, qualifications, and experience, 
with three testimonials, to Group Secretary, Manor 
Hospital, Bath. (8288) 


BROOK GENERAL HOSPITAL 
Shooters Hill Road, Wooiwich, S.E.18 


HOUSE PHYSICIAN 
(Paediatrics and Infeetious Diseases) 

Two appointments, vacant January. The posts 
are recognized for D.C.H., and entail routine ward 
and out-patient work, including experience in the 
modern infectious diseases unit and with neonates. 
Apply to Secretary, Memorial Hospital, 
Woolwich, S.E.18 (8031) 


CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Chester City Hospital 


Applications are invited for the post of 
HOUSE PHYSICIAN 
in the Paediatric Department, vacant December 27, 
1961. The post is recognized for pre-registration 
service and the D.C.H. Applications, together with 
the names and addresses of two referees, should 


MAIDSTONE, KENT COUNTY OPHTHALMIC 
AND AURAL HOSPITAL (113 beds) 


Mid- Kent Hospital Management Committee 


Applications are invited for the ~~ «pamaaa of 
SENIOR HOUSE SURGEO 

in the Ear, Nose and Throat no a of the 
above hospital. Post vacant end of November, 
1961. There are 55 E.N.T. beds and six specialist 
operating sessions each week. Valuable experi- 
ence is available, and the post is recognized for 
the purposes of the F.R.C.S. and D.L.O. Salary 
£1,050 a year at 27 years or under, or £1,100 at 
28 years or over, less £180 a year for residential 
cmoluments. Applications, as soon as possible, 


to the Administrative Officer, Kent County 
Ophthalmic and Aural Hospital, Maidstone, Kent. 
(6810) 


WESSEX REGIONAL HOSPITAL BOARD 


Portsmouth Group Hospital Management 
Committee 


Applications are invited for the post of 
PAEDIATRIC REGISTRAR 
to the Portsmouth Group of Hospitals. Vacant 
early in 1962. Duties comprise responsibility for 
68 paediatric beds, including Premature Baby Unit 
and cubicled infants ward. In addition oversight 
of newborn in a busy maternity unit. There is a 
Senior House Officer and House Physician on 
establishment. Application forms, obtainable from 
Group Secretary, Saint Mary’s Hospital, Ports- 
mouth, returnable by December 4, 1961. Candi- 
dates may visit the hospitals by arrangement with 
the Group Secretary (Tel. Portsmouth 22331, ext. 
220). (8287) 


be forwarded to the Hospital Secretary. (8501) 


EDGWARE GENERAL HOSPITAL 
Edgware, Middlesex 


RESIDENT PAEDIATRIC HOUSE PHYSICIAN 
for above hospital. Post vacant January 13, 1962. 
Six months’ appointment. Post recognized for pre- 
registration purposes and D.C.H. Applications, 
stating age, qualifications, experience, and enclosing 
copies of up to three recent testimonials, to Medi- 
cal Administrator of hospital by December 8, 1961. 
(8411) 


IMPORTANT: All intending applicants 
should read tke revised NOTICE at the 
top of page 45 
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Paediatrics—contd. 


NEWCASTLE GENERAL HOSPITAL hae A beds) 
WALKERGATE HOSPITAL (309 bed 
HOSPITAL FOR SICK CHILDREN (106 “tyeds) 


The following resident posts become vacant on 
January 14, 

HOUSE PHYSICIANS (Five) (Paediatrics) 
Hospital for Sick Children, Newcastle upon Tyne 


(Two) 
Children’s Department, Newcastle General Hospital 


wo) 

Walkergate Hospital (One) 
Pre-registration candidates may be considered for 
three of the posts (M. and S.). The posts offer 
experience in the whole of the paediatric work of 
the hospitals, including general medicine and sur- 
gery and the special departments. There is close 
association with the University Department of 
Child Health. Applications for the pre-registration 
posts will be accepted trom students on the point 
of taking their qualifying examination. Applica- 
tions, together with copies of two testimonials, 
should be sent to the Secretary, Newcastle General 
Hospital, Newcastle upon Tyne 4, by December 2, 
1961. (8147) 

ST. THOMAS’ HOSPITAL, London S.E.1 


HOUSE PHYSICIAN (Children) 
for six months from February 6. Resident. Ap- 
plications, from fully registered practitioners only, 
to the Clerk of the Governors by December 6, 
1961, naming two referces. (8433) 


STOKE MANDEVILLE » HOSPITAL, Aylesbury 


RESIDENT HOUSE PHYSICIAN 
required for Paediatric Department (18 medical 
beds). Post vacant January 1, 1962, interviews 
December 14. Additional paediatric duties in I.D. 
Unit, Plastic Unit, and Out-patients Department. 
Post recognized for D.C.H. Applications from 
registered or pre-registration candidates should be 
forwarded, together with two testimonials, to the 
Administrative Officer. (8013) 


PATHOLOGY 


LIVERPOOL REGIONAL HOSPITAL BOARD 
Sefton General Hospital 


Applications are invited for the post of 
CONSULTANT PATHOLOGIST 
(Whoie-time or maximum part-time sessions) 
based at Sefton General Hospital. The person 
appointed will be required to be in administrative 
charge of the laboratory and to be specially res- 
ponsible for cither the Biochemistry or Bacterio- 
logy sections. Applicants should possess a higher 
qualification and have wide experience in one of 
the specialties mentioned. Forms of application, 
from Dr. T. Lloyd Hughes, Senior Administrative 
Medical Officer, Liverpool Regional Hospital 
Board, 55 Castle Street, Liverpool 2, to be re- 
turned not later than December 16, 1961.—Vinzent 
Collinge, Secretary to the Board. (8397) 


SHEFFIELD R&tGIONAL HOSPITAL BOARD 


CONSULTANT PATHOLOGIST 
(@whole-time or maximum part-time) for the Don- 
caster Group of Hospitals. Experience and interest 
in biochemistry would be an advantage. Applica- 
tion form and further details from Senior Admini- 
strative Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood Road, Sheffield. Forms to be 
returned by December 16. (8015) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
WHOLE-TIME CONSULTANT PATHOLOGIST 
(primarily for morbid anatomy and histology) re- 
quired for the Worthing Group of Hospitals. Can- 
didates should possess higher qualification. Appoint- 
ment coincides with centralization of pathological 
services in the Group, comprising Southlands Hos- 
pital (411 beds), Worthing Hospital (210 beds), and 
smaller units. Applications by letter (five copies), 
giving date of birth, qualifications, experience, three 
referees, to Secretary (S.1.), S.W. Met. R.H.B., 
40 Eastbourne Terrace, W.2, by December 23, 
1961. Applicants may visit the hospitals by local 
arrangement. (8538) 


BOARD OF GOVERNORS OF THE UNITED 
SHEFFIELD HOSPITALS AND SHEFFIELD 
REGIONAL HOSPITAL BOARD 


REC —— TRAINING SCHEME FOR 
NIOR REGISTRARS 

Whole- Registrar in Pathology re- 
quired, with initial tenure of appointment at the 
Derbyshire Royal Infirmary, Derby (416 beds). 
Possession of a higher qualification desirable. Ap- 
pointment for one year in first instance and renew- 
able thereafter annually. Incumbent will be trans- 
ferred to the teaching hospitals for the second 
phase of thy appointment in accordance with the 
arrangements under the Reciprocal Training 
Scheme. Renewal of appointment and _ transfer 
will be subject to satisfactory work and progress. 
Further details and forms of application from 
Senior Administrative Medical Officer, Sheffield 
Regional Hospital Board, Old Fulwood Road, 
Shefficld 10. Forms to be returned by December 
11, 1961. (8327) 


CHARING CROSS GROUP OF HOSPITALS 
West London Hospital, Hammersmith, W.6 


REGISTRAR 
required, Department of Pathology, all sections 
other than Chemical Pathology. Non-resident. 
Application forms, available from the undersigned, 
to be returned by December 2.—Secretary, West 
London Hospital. (8459) 


LONDON CHEST HOSPITAL 


Hospitals for Diseases of the Chest 


A vacancy occurs for 
ESIDENT PATHOLOGIST 
(Registrar or S.H.O. grade, according to 
experience) 
at the hospital's Country Branch, near Letch- 
worth, Herts. The hospital is an acute one of 140 
beds, and the laboratory employs four technicians. 
Applications, stating age, qualifications (with dates), 
and previous experience, together with copies of 
three testimonials, should reach the undersigned 
as soon as possible.—J. Robbins, House Governor, 
London Chest Hospital, E.2. (8353) 


ROYAL FREE HOSPITAL and the 
NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


SENIOR REGISTRAR IN PATHOLOGY 

Applications are invited for a joint post involv- 
ing two years in the Pathology Department of 
Whittington Hospital (Archway Group Laboratory) 
and subsequently two years in the Pathology De- 
partment of the Royal Free Hospital. Application 
forms may be obtained from, and are returnable 
to, the Group Secretary, Archway Group Hospital 
Management Committee, Whittington Hospital, St. 
Mary’s Wing, Highgate Hill, N.19, by December 
11, 1961. Applicants may visit the departments 
by arrangement with the Group Pathologist, Arch- 
way Wing, Whittington Hospital, N.19 (ARC 3070, 
Ext. 236). (8249) 


LEYTONSTONE (NO. 10) HOSPITAL GROUP 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Pathology) 
in the Area Laboratory, Whipps Cross Hospital, 
London E.11. The post, which falls vacamt on 
January 10, 1962, is normally a resident one, but 
applications will be considered from persons wish- 
ing to be non-resident, providing that they will 
reside near the hospital) and be on call. In 
addition to the post being recognized for the 
D.C.P., the duties and the departmental activities 
offer opportunities for study for higher examina- 
tions. Application forms, obtainable from the 
Hospital Secretary, to be returned by December 5, 
i961, (8373) 


ST. MARY’S HOSPITAL, W.2 


CLINICAL PATHOLOGIST 
(S.H.O. grade) from January 1, 1962. Preference 
given to those intending to specialize in Pathology. 
Successful candidate will be required to work in 
the four Departments of Pathology, and is cligible 
for a Registrar appointment at a later date. Ap- 
plications, giving full details, with names and 
addresses of three referees, should reach the House 
Governor not later than December 11, 1961. (8460) 


ST. THOMAS’ HOSPITAL, London S.E.1 


RESIDENT PATHOLOGIST 
(S.H.O. grade) for six months from February 6. 
Applications, naming two referees, to Clerk of the 
Governors by December 6, 1961. (8434) 


THE UNITED NEWCASTLE UPON TYNE 
HOSPITALS 


Applications are invited for the whole-time, non- 

resident appointment of 
REGISTRAR 
in the Department of Physical Medicine 

at the Royal Victoria Infirmary, which is the teach- 
ing hospital associated with the University of 
Durham. The department serves the whole of 
the Tyneside industrial area. The appointment is 
for one year in the first instance, and will be 
subject to the terms and condit:ons of service of 
hospital medical staff in the National Health Ser- 
vice. Applications, giving full details, and the 
names and addresses of three referees, should be 
sent to the House Governor and Secretary, Royal 
Victoria Infirmary, Newcastle upon Tyne 1, by 
December 9, 1961. (8482) 


PLASTIC SURGERY 


ST. LUKE’S HOSPITAL, Bradford 
(724 beds, General) 


SENIOR HOUSE OFFICER (Resident) 
required for Plastic Surgery Unit (28 beds). Post 
vacant from February 1, 1962, and normally ten- 
able for one year. Applications, giving details of 
qualifications and experience, together with copies 
of recent testimonials, to the Sccretary, Royal 
Infirmary, Bradford 9. (8404) 


PSYCHIATRY 
LEEDS REGIONAL HOSPITAL BOARD 


WHOLE-TIME CONSULTANT IN PSYCHIATRY 
(Mental Subnormality) 
for duties at hospitals served by the Leeds Sub- 
Regional Bureau (four scparate hospitals with a 
total of 1,089 beds). The person appointed will 
be regarded as Deputy Superintendent of Mean- 
wood Park Hospital (811 beds), which is the 
main hospital, and which has an association with 
the Teaching Hospital. Applications (12 copies), 
stating age, qualifications, and details of appoint- 
ments held (showing dates), with names and 
addresses of three referees, to the Secretary, Park 
Parade, Harrogate, by December 12, 1961. (8539) 


LEEDS REGIONAL HOSPITAL BOARD 
AND THE UNIVERSITY OF LEEDS 


CONSULTANT AND SENIOR LECTURER IN 
CHILD PSYCHIATRY 

Applications are invited for a joint post as Con- 
sultant in Child Psychiatry at St. James’s Hospital, 
Leeds, and of Senior Lecturer in Child Psychiatry 
at the University of Leeds. Initially the appoint- 
ment will be whole-time (six sessions St. James’s 
Hospital, and five sessions University). After a 
period of five years the holder will have the option 
of changing to a maximum part-time appointment 
(five sessions St. James’s Hospital, and four sessions 
University). The person appointed will be expec- 
ted to organize and develop a teaching department 
of child psychiatry under hospital service adminis- 
tration in a large general hospital. This depart- 
ment is in the process of being developed to pro- 
vide full out-patient facilities and a day hospital 
for 15 children. Applications (12 copies), stating 
age, qualifications, and details of appointments 
held (showing dates), with names and addresses 
of three referees, to the Secretary, Park Parade, 
Harrogate, by December 12, 1961. (8329) 


WESTWOOD HOSPITAL, Beverley, Yorkshire 
(229 beds) 


ASSISTANT PATHOLOGIST 
(Senior House Officer gradc) required for Area 
Laboratory. Vacant December. Offers experience 
all branches of pathology. Detailed applications 
to Group Secretary. (7963) 


PHYSICAL MEDICINE 
OXFORD REGIONAL HOSPITAL BOARD 


REGISTRAR 

to the Department of Rheumatism and Physical 
Medicine, Reading. The post offers wide experi- 
ence of the Jiagnosis and treatment of Rheumatic 
Diseases and of rehabilitation of Traumatic, Neuro- 
logical, and Rheumatic cases. There is a 20-bedded 
in-patient rehabilitation unit of which the appointee 
would have day-to-day care under the supervision 
of the Consultant in Physical Medicine. The post 
is recognized for Part II of the D.Phys.Med. The 
successful candidate may transfer to the Rheu- 
matism Research Unit, Stoke Mandeville Hospital, 
at the end of the first year. Applications (ten 
copies), on forms obtainable from the Secretary, 
Registrars Committee, 43 Banbury Road, Oxford, 
should be received by him by December 11, 1961. 

(8289) 


NORTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


Applications are invited for the whole- or 
maximum part-time post of 
CONSULTANT PSYCHIATRIST 
in the Regional Psychiatric Service. The post, which 
is based on Aberdeen and is non-resident, includes 
taking part in the work of the Ross Clinic, the 
care of patients in the Royal Mental Hospital, and 
a part in the Domiciliary Psychiatric Service. The 
University of Aberdeen will grant appropriate 
academic status. Applications, together with the 
names of two referees, should be submitted by 
December 15, 1961, to the Senior Administrative 
Medical Officer, 1 Albyn Place, Aberdeen, from 
whom further particulars should be obtained. 
(8055) 


OXFORD REGIONAL HOSPITAL BOARD 


CONSULTANT PSYCHIATRIST 
(whole-time or maximum part-time). The appoint- 
ment will be to the Reading Area Department of 
Psychological Medicine for duties at Fair Mile and 
associated hospitals, and the hospitals of the 
Reading H.M.C. Applications (ten copies), stating 
age, qualifications and experience, together with the 
names of three referees, should reach the Secretary, 
43 Banbury Road, Oxford, by December 23, 1961. 

(8290) 
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Psychiatry—contd. 
OXFORD REGIONAL HOSPITAL BOARD 


CONSULTANT PSYCHIATRIST 

Applications are invited for the new appointment 
of a Consultant in Child Psychiatry (whole-time or 
maximum part-time) to the Northampton/Kettering 
Area Department of Psychiatry based on St. Cris- 
pin Hospital, Duston. Duties will be mainly in 
the Child Guidance Clinics of the Northampton 
County Borough and the Northamptonshire County 
Councils, with clinical responsibility for the direc- 
tion and further development in this area of the 
child psychiatric services. -P.M. and wide ex- 
perience in adult and child psychiatry essential. 
Applications (12 copies), stating age, qualifications, 
and naming three referees, to be sent to the Secre- 
tary, 43 Banbury Road, Oxford, to reach him by 
December 23, 1961. (8291) 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


Applications are invited for the post of 
CONSULTANT IN PSYCHOLOGICAL 
MEDICINE 


in Fife. Whole-time or maximum part-time. The 
successful applicant will be based at Stratheden, 
and in addition to his work there will have day 
hospital and clinic duties in the County, Apply, 
giving particulars of age, qualifications and previous 
experience, together with the names of three 
referees, to the Secretary, 11 Drumsheugh Gardens, 
Edinburgh 3, within four weeks from the date of 
this advertisement. (8360) 


THE BETHLEM ROYAL HOSPITAL AND 
THE MAUDSLEY HOSPITAL 


The Board of Governors invites applications 
from psychiatrists of requisite qualifications with 
interest in developing a hospital/community rela- 
tionship for the post of 

PHYSICIAN 
full-time or nine-elevenths. Further particulars of 
the post, which is of Consultant status, can be 
obtained on reference to the hospital. Applica- 
tions (ten copies), giving curriculum vitae and the 
names of three referees, should be sent, not later 
than December 9, 1961, to K. J. Johnson, House 
Governor and Secretary. the Maudsley Hospital, 
Denmark Hill, London S.E.5. (8507) 


DARENTH AND STONE HOSPITAL 
MANAGEMENT COMMITTEE 


LOCUM TENENS SENIOR HOSPITAL 
MEDICAL OFFICER 
required at Darenth Park (Hospital for Mentally 
Subnormal), near Dartford, Kent. Post vacant 
from December 11, 1961. Suitable for doctor 
studying for higher qualifications. Accommodation 
available for single applicant. Salary £43 per 
week, less deduction at rate of £380 per annum 
if resident. Applications to Physician Superinten- 
dent at the hospital. (8399) 


BIRMINGHAM REGIONAL HOSPITAL BOARD 
(a) WHOLE-TIME SENIOR REGISTRAR IN 
PSYCHIATRY 


Duties at Hollymoor Hospital and Oaklands O/P 
Clinic, Selly Oak Hospital, Birmingham. Hospital 
linked with Birmingham University for research 
in psychiatry and biochemistry. Must reside within 
easy reach of hospital. 

(b) WHOLE-TIME SENIOR REGISTRAR IN 

PSYCHIATRY 

Duties at Highcroft Hospital, Birmingham (1,206 
beds), and associated clinics. All modern forms of 
treatment, including out-patient clinics in the hos- 
pital and in general hospitals outside. Opportunity 
for experience in all branches of clinical psychiatry, 
including mental subnormality and child psychiatry. 
Resident or non-resident. 

Both posts considerable experience specialty 
essential. Successful candidate may subsequently 
be required to spend not more than two years in 
a sclected hospital of the United Birmingham 
Hospitals under the interchange scheme agreed 
between the two Boards. Application forms, from 
Secretary, 10 Augustus Road, Birmingham 15, to 
be returned by December 11, 1961. Candidates may 
visit hospitals. (8292) 


HEREFORDSHIRE GROUP 


REGISTRAR IN PSYCHIATRY 

Duties mainly at Burghill Hospital. Experience 
psychiatry desirable. Single accommodation avail- 
able. New post, offering wide experience in all 
forms of psychiatric treatment. Application to 
Group Secretary, Victoria House, Eign Street, 
Hereford, by November 30, 1961. Candidates may 
visit hospital by appointment. (8090) 


NORTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Claybury Hospital 


A LOCUM REGISTRAR 
is required for several months in this psychiatric 
hospital of 2,174 beds. Residential accommodation 
is available for a single person if required. Ap- 
plications, as soon as possible, to the Physician 
Superintendent, Claybury Hospital, Woodford 
Bridge, Woodford Green, Essex. (8349) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Hill End Hospital (740 beds), St. Albans, Herts 


WHOLE-TIME PSYCHIATRIC REGISTRAR 
required. Hospital may be visited by direct ap- 
pointment. Application forms obtainable from, 
and returnable to, Secretary, Mid-Herts Group 
Hospital Management Committee, Bicak House, 
Catherine Street, St. Albans. (7583) 


ST. WULSTAN’S HOSPITAL, Malvern (240 beds) 


PSYCHIATRIC REGISTRAR 

New Psychiatric Rehabilitation Unit opening 
November 27. Social and industrial methods of 
treatment. Scope for research. Previous experi- 
ence specialty an advantage. Resident or non- 
resident. Single accommodation available. Appli- 
cation forms, from Secretary, South Worcestershire 
Group, Worcester Royal Infirmary, Worcester, to 
be returned by December 4, 1961. Candidates may 
visit hospitals. (8330) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Carlton Hayes Hospital, Narborough, near 
Leicester (1,070 beds) 
(Recognized for D.P.M.) 


WHOLE-TIME REGISTRAR (Psychiatry) 
required January 1. Single accommodation avail- 
able. Facilities available (travelling expenses paid, 
no fees) for postgraduate study for . in con- 
junction with Sheffield University. Appointment 
for one year in first instance. Apply to Secretary, 
Sheffield Regional Hospital Board, Old Fulwood 
Road, Sheffield, by December 4, 1961, giving age, 
nationality, qualifications, present and previous 
appointments (with dates), naming three er 

(8331) 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


REGISTRAR 
to the Royal Edinburgh Hospital for Mental and 
Nervous Disorders, to work in the first instance 
in the Professorial Unit at the Jordanburn Nerve 
Hospital. During the tenure of the post oppor- 
tunities for study and interchange of duty and 
training at other centres in the Region may be 
available under the joint training scheme of the 
South-Eastern Regional Hospital Board and the 
Department of Psychological Medicine of the 
University of Edinburgh. Single accommodation 
may be available. The hospital may be visited by 
arrangement with the Physician Superintendent. 
Apply, giving particulars of age, qualifications and 
previous experience, and the names of two referees, 
to the Secretary, 11 Drumsheugh Gardens, Edin- 
burgh 3, within two weeks of the appearance of 
this advertisement. (8361) 


WELSH HOSPITAL BOARD 


LOCUM TENENS SENIOR REGISTRAR 
required immediately at North Wales Child 
Guidance Clinics for approximately three months. 
Applications, naming two referees, to S.A.M.O., 
Temple of Peace, Cathays Park, Cardiff. (8369) 


THE FOUNTAIN AND CARSHALTON GROUP 
HOSPITAL MANAGEMENT COMMITTEE 


SENIOR PSYCHIATRIC REGISTRAR 
required for duty in the above Group, which in- 
cludes some 800 beds for mentally subnormal 
patients, mainly children. There is an out-patient 
department, and a considerable amount of teaching 
and research is done. Possession of D.P.M. is 
desirable. Candidates may visit the hospitals. Ap- 

plication forms and further details from the Group 
Sones. Queen Mary’s Hospital for Children, 
Carshalton, Surrey. Completed forms should reach 
the Group Secretary by not later than November 
30, 1961. (7906) 


WELSH HOSPITAL BOARD 


REGISTRAR IN PSYCHIATRY 

Hensol Castle M.D. Institution, Pontyclun 

(771 beds) 

Hospital provides all modern methods of train- 
ing and treatment. Married or single accommoda- 
tion available. Subject to review end of first year. 
Application forms (12 copies) from S.A.M.O., 
Temple of Peace and Health, Cathays Park, Car- 
diff, within 14 days. (8496) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment, which will be for one year in the 
first. instance : 

SENIOR REGISTRAR IN PSYCHIATRY 
based at the Southern General Hospital, Glasgow. 
Applications (12 copies), stating date of birth, 
qualifications, experience, present appointment, and 
the names of three referees, to reach the Secretary, 
Western Regional Hospital Board, 351 Sauchiehall 
Street, Glasgow C.2, by December 9, 1961. (8409) 


RAMPTON HOSPITAL, Retford, Notts 
(1,143 beds for mental defcctives of both sexes) 


SENIOR REGISTRAR/REGISTRAR/J.H.M.O. 
(Three posts) 
According to qualifications and experience. Excel- 
lent opportunities for study, treatment and train- 
ing of behaviour disorders of all kinds and degrees. 
Facilities to study for D.P.M. at Shefficld Univer- 
sity (Department of Psychiatry). The grades of 
Registrar and J.H.M.O. qualify for £100 ‘* Peri- 
pheral Allowance.’’ Modern house available, or 
accommodation if single. Candidates may visit 
the hospital by appointment. Applications, naming 
three referees, to Medical Superintendent by 
December 16, 1961. (8443) 


BOARD OF MANAGEMENT FOR THE 
LOWER BANFFSHIRE HOSPITALS 


Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
for Ladybridge Hospital, Banff, which at present 
accommodates 225 adult mental defectives and is 
undergoing development to at Icast twice that size. 
Applications, with the names and addresses of two 
referees, should be sent to the Group Secretary, 
St. Catherines, Banff, from whom further par- 
ticulars may be obtained. (8188) 


FAIR MILE HOSPITAL, Wallingford, Berks 


ae are invited for the post of 

JUNIOR HOSPITAL MEDICAL OFFICER 
at this hospital. The appointment offers facilities 
for training in all branches of in-patient and out- 
patient psychiatry, and is recognized for the 
D.P.M. Regular clinics are held in Reading, where 
a Day Hospital has been opened, and where com- 
munity services are being developed. Unfurnished 
married accommodation is available. Applica- 
tions, stating age, qualifications and experience, 
together with the names and addresses of two 
referees, should be forwarded to the Medical 
Director at Fair Mile Hospital. (8225) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 45 


FINANCE 


Maximum loans can be negotiated for the purchase of 
MOTOR-CARS EQUIPMENT 
All surplus to Medical and Dental charities. 


BELF AST. BIRMINGHAM. BRISTOL. 


MEDICAL INSURANCE 
AGENCY LTD. 


HOUSE. TAN ISTOCK SOL ARE W 


Telephone: EUSton 6031/9 
Branches in 
CARDIFF. 
PDINBURGH. GLASGOW. LEEDS. 
TINERPOOL. MANCHESTER. 


NEWCASTLE. ONFORD. AND SOUTHAMPTON. 
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Psychiatry—contd. 
HULL (B) GROUP 


ASSISTANT MEDICAL OFFICER 
(J.H.M.O. grade) for the De la Pole Hospital. 
Salary scale £1,100 by £60 (8) to £1,580 per annum. 
The hospital is responsible for running a Day Hos- 
pital in the City of Hull and for the medical 
staffing of a Psychiatric Unit in a general hospital, 
and the successtul candidate may expect to obtain 
experience in these. The University of Leeds holds 
a course for the Diploma of Psychological Medicine, 
and attendance at this can be arranged. Single 
or marricd residential accommodation available. 
Application forms from the Group Secretary, Hull 
(B) Hospital Management Committee, De la Pole 
Hospital, Willerby, Hull. (7626) 


MENSTON (Psychiatric) HOSPITAL 
Menston, Hkiey, Yorks 


LOCUM TENENS JUNIOR _—— AL 
MEDICAL OFFICE 
required immediately. available 
for single person. Applications, in writing, stating 
age, qualifications, experience, and names of two 
referees, to the Physician Superintendent. (8165) 


MENSTON (Psychiatric) HOSPITAL 
Menston, IiKiey, Yorks 


JUNIOR HOSPITAL MEDICAL OFFICER 
required immediacely. The hospital is recognized 
for the D.P.M. and facilities are granted to attend 
courses at the Department of Psychiatry, Leeds 
University. Residential accommodation for single 
person. Applications, in writing, stating age, quali- 
fications and experience, and names of two referees, 
to the Physician Superintendent immediately, 

166) 


ROUNDWAY HOSPITAL, Devizes, Wilts 
(For Nervous and Mental Diseases—1,146 beds) 


Applications are invited for the appointment of a 
JUNPOR HOSPITAL MEDICAL OFFICER 
for duty at the above mental hospital. All forms 
of modern treatment available ; Out-patient Clinics 
at four general hospitals. This is a trainee post, 
und the Hospital Management Committce will sup- 
port applications for study leave with expenses to 
attend courses at Bristol for the D.P.M. Salary 
1.100 per annum by £60 (8) to £1,580 per annum. 
Accommodation for a single person available, or a 
three-bedroomed house at a_ reasonable rental. 
Applications, giving names and addresses of two 
referees, to the Physician Superintendent, as soon 
as possible. (8293) 


RUBERY HILL HOSPITAL 
Rubery, Birmingham 


JUNIOR HOSPITAL MEDICAL OFFICER 

This hospital lics at the southern edge of Bir- 
mingham. It is undergoing a process of structural 
rejuvenation and the medical establishment has 
recently been increased. The person appointed will 
be supervised and trained by the consultant staff, 
and group training will be available. Facilities for 
study for the D.P,M. or other higher qualifications 
will be provided, and there is a medical library. 
Previous psychiatric experience not essential. Can- 
didates are invited to visit the hospital. Residential 
accommodation for single person if required. Ap- 
plications, including age, nationality, and the 
names of three referees, should be sent to the 
Medical Supcrintendent. (792 


SHREWSBURY HOSPITAL GROUP 
Shelton Mental Hospital (1,000 beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 

Appointment for one year in first instance. Single 
residential accommodation available in recently 
modernized hospital. Recognized for D.P.M. 
Associated out-patient clinics. All modern forms 
of therapy used. Peripheral allowance of £100 
per annum. Applications to Medical Superinten- 
dent. (7966) 


WEST CUMBERLAND HOSPITAL MANAGE- 
MENT COMMITTEE 


West Cumberland Hospital, Hensingham, 
Whitchaven 


JUNIOR HOSPITAL MEDICAL OFFICER 
or SENIOR HOUSE OFFICER 
Applications are invited for the post of Junior 
Hospital Medical Officer or Senior House Officer 
to the Psychiatric Department of this hospital. 
This is a short-stay unit of 28 beds, which has an 
admission rate of 300 patients a year, and deals 
with the majority of admissions from the area 
(population 135,000). The successful candidate 
will be expected to participate in out-patient work. 
Previous psychiatric experience not essential. A 
modern house will be provided if required. The 
post is recognized for the Durham D.P.M., and 
leave will be granted to attend the D.P.M. course 
in Newcastle, and travelling expenses will be paid. 
The post will become ayailable on January 1, 1962. 
Applications, with names and addresses of two 
referees, to the Group Secretary, West Cumber- 
iand Hospital Management Committce, Workington 
Infirmary, Cumertand. (7584) 


MOORHAVEN HOSPITAL, Ivybridge, S.. Devon 


SENIOR HOUSE OFFICER 

Training post, vacant shortly at this progressive 
hospital of 755 beds, with medical staff of 11. 
Full clinical service in all branches of psychiatry, 
including work in Plymouth. Previous experience 
not necessary and teaching will be given. Good 
married or single quarters available. Enquiries 
and applications, with names of three referees, to 
Physician Superintendent. Hospital Annual Report 
giving full details on request. (8446) 


ST. JAMES’S HOSPITAL, Leeds 9 


Applications are invited for the post of 
1IOR HOUSE OFFICER 
in the Psychiatric Unit of the above general hos- 
pital. Experience in psychiatry not essential. The 
unit gives treatment tor psychotic and neurotic 
in-patients, day patients, and out-patients. It is 
recognized as affording suitable training for the 
D.P.M. cxamination, and facilities will be pro- 
vided for attendance at courses for this examina- 
tion at the University of Leeds, with which the 
unit has close liaison. Applications, stating age, 
qualifications, experience, etc., should be forwarded 
to the undersigned, together with the names of two 
referees, as soon as possible.—J. Folkard, Secre- 
tary to the Committee, Administrative Offices, 
Leeds (A) Group Hospital Management Committee, 
St. James's Hospital, Leeds 9. (7862) 


ST. JOHN’S AND MANOR HOUSE HOSPITAL 
MANAGEMENT COMMITTEE 


St. John’s Hospital (Psychiatric, 865 beds), 
Stone, near Aylesbury 


SENIOR HOUSE OFFICER 

The post offers full facilities for training in 
psychiatry. The hospital includes a modern admis- 
sion unit for disturbed patients, E.E.G. Depart- 
ment, and industrial rehabilitation unit. A day 
hospital is shortly to be opened. Research and 
teaching are carried out. Applications, stating age, 
qualifications and experience, together with names 
of three referees, to the Group Secretary. (8250) 


SHENLEY HOSPITAL, near St. Albans, Herts 
SENIOR HOUSE OFFICER (Psychiatric) 

Applications are invited for the above post, one 
year in the first instance, at Shenley Hospital (2,125 
beds), 16 miles from London. Full facilities for 
training. Hospital may be visited by appointment. 
Applications to Medical Superintendent by Decem- 
ber 4 (8170) 


ST. THOMAS’ HOSPITAL, London S.E.1 


HOUSE PHYSICIAN 
(Psychological Medicine) 
for six months from February 6. Resident. Ap- 
plications, from fully registered practitioners, to 
Clerk of the Governors by Decerber 6, 1961, 
naming two referees. (8435) 


RADIOLOGY 
MANCHESTER REGIONAL HOSPITAL BOARD 


LOCUM CONSULTANT RADIOLOGIST 
(whole-time) required early January for a period of 
4} months, for the Bolton and District Group of 
Hospitals, with main duties at Bolton Royal In- 
firmary and Bolton District General Hospital. 
Salary according to personal status. Applications, 
with names of two referecs, to Group Secretary, 
Bolton and District Hospital Management Com- 
mittce, the Royal Infirmary, Bolton. (8294) 


EASTERN a HOSPITAL BOARD 
(Scotland) 


RADIODIAGNOSIS 
Dundee Teaching Hospitals 

Applications are invited for an appointment as 
Senior Registrar in Radiodiagnosis at Dundee 
Royal Infirmary (549 beds), the main general teach- 
ing hospital associated with the University of St. 
Andrews. Salary and conditions of service in 
accordance with national agreement. Forms of 
application and further particulars from the Sec- 
retary to the Board, Vernonholme, Riverside Drive, 
Dundee, with whom applications must be lodged 
not later than December 2, 1961. (8134) 


RADIOTHERAPY 
WESSEX REGIONAL HOSPITAL BOARD 


Whole-time or maximum part-time 
CONSULTANT RADIOTHERAPIST 
required, who will later also assume administrative 
charge of the Regional Radiotherapy Services on 
the retirement of the present Senior Radiothcrapist 
in July, 1963. It is hoped that the successful appli- 
cant will take up his duties on May 1, 1962, so 
that he will be available to advise the Board at 
the early stages of planning on the new Regional 
Radiotherapy Centre at Southampton, where a 
Linear Accelerator will be installed. Canvassing 
will disqualify. Further details of the post may 
be obtained from the Senior Administrative Medical 


Officer to the Board. Applications (seven copies). 
stating age, qualifications and experience, together 
with the names of three referees, to the Secretary, 
cee” Romsey Road, Winchester, by December 
23, (8295) 
HOSPITAL AND 
POSTGRADUATE MEDICAL SCHOOL 
Du Cane Road, London W.12 


TWO WHOLE-TIME NON-RESIDENT 
REGISTRARS (Radiotherapy) 
required. Posts vacant January 26 and February 
17 respectively. Detailed applications, naming two 
referees, to Secretary, Board of Governors, Ham- 
mersmith Hospital, Du Cane Road, London W.12. 
by December 2. (8094) 


RHEUMATOLOGY 
CHELSEA AND KENSINGTON GROUP 


Rheumatism Unit, St. Stephen’s Hospital, 
Chelsea, S.W.10 


MEDICAL REGISTRAR 

Non-resident. Vacancy Panuary 1, 1962.. Post 
offers wide clinical and research experience both 
in rheumatic and allied diseases and gencral medi- 
cine. Higher qualifications in medicine desirable. 
Application forms from Group Secretary. Chelsea 
and Kensington Hospital Management Committee. 
5 Collingham Gardens, S.W.5. (8357) 


SURGERY 
MANCHESTER REGIONAL HOSPITAL BOARD 


Additional part-time (eight half-days weekly) 
CONSULTANT GENERAL SURGEON 

to the North Manchester Group of Hospitals (two 
or three sessions at the Victoria Memorial Jewish 
Hospital and five or six at Crumpsall Hospital). 
Wide experience and higher qualifications essential. 
Appointee to live in North Manchester area. Ap- 
plication forms, from the Senior Administrative 
Medical Officer to the Board, Cheetwood Road, 
Manchester 8, to be returned by December 7, 1951. 

(8389) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


MAXIMUM PART-TIME CONSULTANT 
GENERAL SURGEON 
required for the Scunthorpe Area. Application 
forms and further details from Senior Administra - 
tive Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood Road, Sheffield 10. Forms to 
be returned by December 23, 1961. (8332) 


BOARD OF GOVERNORS OF THE UNITED 
SHEFFIELD HOSPITALS and the SHEFFIELD 
REGIONAL HOSPITAL BOARD 


RECIPROCAL TRAINING SCHEME FOR 
SENIOR REGISTRARS 

Whole-time Senior Surgical Registrar required, 
February 17, 1962. Jnitial tenure of appointment 
at the Royal Infirmary, Shefficld. Possession of a 
higher qualification desirable. Appointment for 
one year in the first instance and renewable there- 
after annually. Successful candidate will be trans- 
ferred to the Regional Hospitals for the second 
phase of the appointment in accordance with the 
arrangements under the Reciprocal Training 
Scheme. Renewal of appointment and transfer 
will be subject to satisfactory work and progress. 
Applications, stating age, qualifications, nationality, 
present and previous appointments (with dates), 
naming three referees, to Chief Administrative 
Officer, United Sheffield Hospitals, West Street, 
Shefficld 1, by December 2, 1961. (8414) 


CHANNEL ISLANDS, JERSEY, GENERAL 
HOSPITAL 


SURGICAL REGISTRAR 

Applications are invited for the post of Resident 
Surgical Registrar at the above hospital. Previous 
experience is essential. The hospital has 200 beds 
and is recognized as a training hospital for the 
F.R.C.S. The post provides exceptionally wide 
surgical experience, including orthopaedics and 
gynaecology, and is vacant on February 24, 1962. 
The appointment is for six months ia the first in- 
stance, but is renewable for a further six months. 
Salary is £1,400 per annum, less £215 for emolu- 
ments. Applications, giving details of experience 
and names of two referees, to be submitted. by 
December 9, 1961, to the President, Public Health 
Committee, General Hospital, Jersey, C.1. (7812) 


EASTERN REGIONAL HOSPITAL BOARD 
(Scotland) 


Perth Royal Infirmary 


REGISTRAR IN GENERAL SURGERY 

Applications are invited for a post as Registrar 
in General Surgery at Perth Royal Infirmary (23s 
beds). Salary and conditions of service in accord- 
ance with national agreement. Forms of applica- 
tion and further particulars from the Secretary to 
the Board, Vernonholme, Riverside Drive, Dundee. 
with whom applications: must be lodged not later 
than December 2, 1961. (8514) 
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Surgery—contd. 
MANCHESTER REGIONAL HOSPITAL BOARD 


plications invited “for th the post of 
WHOLE-TIME SURGICAL 


to the West -m. Hospital Management 
Committee, primarily for duties at Park Hospital, 
Davyhulme, but with duties at other Group Hos- 
pitals. Twelve months’ appointment in the first 
instance. Applications, together with names of 
referees, to the Group Secretary, Park Hospital, 
Davyhulme. 


NORTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Whipps Cross Hospital, E.11 


SURGICAL REGISTRAR 
Recognized for F.R.C.S. Non-resident, but must 
reside near hospital. Appointment subject to 
annual review. Application forms, from Group 
Secretary, Leytonstone (No. 10) Hospital Group, 
Langthorne Hospital, London E.11, to be returned 
by December 6, 1961. (8456) 


OXFORD REGIONAL HOSPITAL BOARD 


REGISTRAR IN GENERAL SURGERY/ 
TRAUMATIC AND ORTHOPAEDIC SURGERY 
to the hospitals of the Kettering area, based on 
Kettering General Hospital. This post offers wide 
experience in general and traumatic surgery under 
the supervision of a Consultant in each specialty. 
Married accommodation available. Applications 
(ten copies), on forms obtainable from the Secre- 
tary, Committee for Registrars, 43 Banbury Road, 
Oxford, should be returned to him by December 
11, 1961. (8296) 


ST. THOMAS’ HOSPITAL, London S.E.1 


SURGICAL REGISTRAR 
for one year in the first instance, from January 1, 
1962. Applicants may be required to be resident, 
and to serve at St. Thomas’ and possibly in the 
South-West Metropolitan or Wessex Regions. Ap- 
plications, naming two referees, to Clerk of the 
Governors by December 6, 1961. (8437) 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


REGISTRAR (General Surgery) 
Bangour General Hospital, Broxburn, West 
Lothian. House or married quarters may be avail- 
able. Apply, giving particulars of age, qualifica- 
tions and previous experience, together with the 
names of two referees, to the Secretary, 11 Drums- 
heugh Gardens, Edinburgh 3, within ‘two weeks 
from the date of this advertisement. (8515) 


THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Street, London W.C.1 


Applications are invited for the post of 
SURGICAL OUT-PATIENT ASSISTANT 
«(Senior Registrar grade), vacant immediately, to 
attend an O.P. Clinic for one session per week on 
Monday mornings. Further particulars and appli- 
cation forms, to be returned by December 13, 
1961, obtainable from the House Governor. (8436) 


THE UNITED SHEFFIELD HOSPITALS 
Royal Hospital/Children’s Hospital 


Applications invited for the post of 
ROTATING SURGICAL REGISTRAR 
for the following scheme : six months’ general sur- 
gery, six months’ orthopaedic, six months’ paedi- 
atric, six months’ plastic. Post vacant March 21, 
1962. Applications, stating age, nationality, 
present and previous appointments (with dates), 
naming three referees, to Chief Administrative 
Officer, United Sheffield Hospitals, West Street, 
Sheffield 1, by December 2, 1961. (8415) 


WELSH HOSPITAL BOARD 


REGISTRAR IN GENERAL SURGERY 
Neath General Hospital (414 beds) 
Resident/non-resident. Hospital recognized for 
F.R.C.S. Subject to review end of first year. 
Application forms (12 copies), from S.A.M.O., 
Temple of Peace and Health, Cathays Park, Car- 
diff, within 14 days. (8495) 


WEST HERTS HOSPITAL 
Hemel Hempstcad, Herts (167 beds) 


LOCUM SURGICAL REGISTRAR 
required for indefinite period. Apply to Hospital 
Secretary. (8413) 


BECKETT HOSPITAL, Barnsley 


Applications are invited for the post of 
SENIOR HOUSE OFFICER, SURGERY 
at the above hospital. Post vacant end of Decem- 
ber, 1961. Applications, giving full particulars, 
should be sent to the Group Secretary, Barnsley 
Hospital Management Committee, 33 Gawber 
Road, Barnsley. (8251) 


EAST SURREY HOSPITAL 
Shrewsbury Road, Redhill, Surrey 


SENIOR HOUSE OFFICER 

(Surgical, with some Casualty) 
Permanent post, available from December 22. 
Apply Hospital Secretary. (8252) 


GENERAL HOSPITAL, Aberystwyth, Cards 


SENIOR HOUSE OFFICER (Surgery) 
required. Post vacant February 1, 1962. Married 
accommodation available. Applications, accom- 
panied by two recent references, to the Hospital 
Secretary, General Hospital, Aberystwyth, “San 

( 


HARTLEPOOLS HOSPITALS MANAGEMENT 
COMMITTEE 


SENIOR OR PRE-REGISTRATION HOUSE 
. SURGEON 


URG 
Position recognized for F.R.C.S. 
Applications are invited for the above position 
at Hartlepools Hospital (vacant mid-December). 
Candidates should apply to the Group Secretary, 
at the General Hospital, West Hartlepool, as soon 
as possible, stating age, nationality, and qualifica- 
tions (with dates). accompanied by copies of two 
testi Acc dation for wife. (8517) 


LOUGHBOROUGH GENERAL HOSPITAL 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Surgical) 
vacant January 8, 1962. Also available for pre- 
registration candidates. Applications, stating age, 
qualifications and experience, together with copies 
of recent testimonials, to Group Secretary, 
Leicester No. 1 Hospital Management Committee, 
the Leicester Royal Infirmary, by November 27, 
1961. (7972) 


MILDMAY MISSION HOSPITAL 
Austin Street, Bethnal Green, E.2 


Applications are invited from registered medical 

practitioners for the post of 
SENIOR HOUSE OFFICER 

(Resident). Recognized for the F.R.C.S. Vacant 
December, 1961. Candidates should be in fuil 
sympathy with the Christian evangelical aims of 
the hospital. Applications and references to be 
addressed to the Medical Superintendent. (7449) 


NEWBURY DISTRICT — 
Newbury, Berks: (90 beds) 


RESIDENT SURGICAL OFFICER 
(Senior House Officer grade). Mainly general 
surgery with some casualty. Post vacant January 
13, 1962. A ground-floor flat for a married person 
is available. Applications, with full details of 
previous experience and giving three names for 
reference, to Secretary. (8447) 


SOUTH MANCHESTER HOSPITAL MANAGE- 
MENT COMMITTEE 


Withington Hospital, Manchester 20 


Applications are invited for the post of 
RESIDENT OFFICER 
cal) 

including some casualty duties. Vacant early Feb- 
ruary, 1962. The post, which is normally tenable 
for 12 months, is recognized by the Royal College 
of Surgeons for the Final F.R.C.S. cxamination. 
Possession of the Primary F.R.C.S. will be an 
advantage. The hospital is recognized by the Man- 
chester University ‘for the teaching of undcr- 
graduate students. Applications, with full details, 
to the Group Secretary, Withington Hospital, to 
be received not later than November 30, . 

(8074) 


THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Street, London W.C.1 


There will be vacancies son Sue 
TWO HOUSE SURGEONS 
(S.H.O. grade), one on February 5, 1962, the other 
on February 17, 1962. Further particulars and 
applica®on forms, to be returned by December 13, 
1961, obtainable from the House Governor. (8438) 


TOTTENHAM GROUP HOSPITAL MANAGE. 
MENT COMMIITEE, The Green, N.15 


RESIDENT HOUSE SURGEONS 
Q) (S.H.O.) for General Surgery and Orthopacdics 
requ‘red at St. Ann’s General Hospital for a period 
of six months from February 1 and February 9, 
1962. Recognized for F.R.C.S. examination. The 
successful applicants would be required to act as 
locum tenentes for approximately 16 days prior to 


taking up apr A i form, from 
Group Secretary, to be returned by December a. 
1961. 8484) 


VICTORIA HOSPITAL, Worksop, Notts 
(115 active Surgical beds) 


Applications are invited for the post of 
PRE-REGISTRATION HOUSE SURGEON 
or SENIOR HOUSE OFFICER (Surgical) 

Vacant December 13, 1961 Duties to include 
Orthopaedic and E.N.T. Departments and a small 
amount of casualty work. Applications, with 
copies of two recent testimonials or names for 
reference, to be sent to the Group Secretary, Vic- 
toria Hospital, Worksop, Notts. (8226) 


ALTON GENERAL HOSPITAL 
Alton, Hampshire (136 beds acute general) 


RESIDENT HOUSE SURGEON 
pre-registration grade, required for general surgical 
duties. Post vacant early January. Six months’ 
appointment, recognized for the F.R.C.S. Appli- 
cations, together with copies of testimonials, to 
the Hospital Secretary. (8518) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


TWO HOUSE SURGEONS 
required at St. Martin’s Hospital. Posts vacant 
approximately mid-January, and recognized for 
pre-registration purposes. The successful candi- 
dates will be considered for House Physician posts 
available in six months. Applications, stating age, 
qualifications and experience, with three testi- 


RHYMNEY AND SIRHOWY VALLEYS 
HOSPITAL MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER (Genera! Surgery) 
required (January 1) at Caerphilly Hospital (General 
hospital, 217 beds), near Cardiff. Consultant 
surgeons are on clinical teaching staff of the Welsh 
National School of Medicine. Post recognized for 
F.R.C.S. Applications to the Group Secretary, 
Central Offices, Caerphilly Road, Ystrad Mynach, 
Hengoed, Glam. (8483) 


to Group Secretary, Manor Hospital, 
Bath. (8300) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


TWO HOUSE SURGEONS 
required at Royal United Hospital. Posts vacant 
approximately mid-December and mid-January. 
Recognized for pre-registration purposes. Applica - 
tions, stating age, qualifications and expericnce, 
with three testimonials, to Group Secretary, Manor 
Hospital, Bath. (8299) 


ROYAL INFIRMARY, Durham Road, Sunderland 
(300 beds) 


SENIOR SURGICAL HOUSE OFFICER 
(resident) for general surgical duties. Post vacant 
early January, 1962. Recognized for F.R.C.S. 
Apply to Hospital Secretary, giving names and 


addresses of two referees. (8297) 
ROYAL INFIRMARY, Durham Road, Sunderland 
(300 beds) 


HOUSE OFFICER OR SENIOR HOUSE 
OFFICER 


according to experience, required for duties in 
general surgical unit. Post vacant towards the end 
of December, 1961. Recognized for pre-registration 
experience. Apply, naming two referees, to the 
Hospital Secretary. (8298) 


RHYMNEY AND SIRHOWY VALLEYS 
HOSPITAL MANAGEMENT COMMITTEE 


RESIDENT SURGICAL OFFICER 
(J.H.M.O. grade) rcquired for Surgical Unit, 
Tredegar General Hospital, Monmouthshire. Duties 
are those of Assistant to General Surgeon. Staff 
includes House Surgeon. Commodious family flat. 
Apply, with full particulars, to Secretary. (8135) 


SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Plymouth 


SENIOR HOUSE OFFICER IN SURGERY 
Vacant February 5, 1962, at the Greenbank Road 
Section. Recognized for the F.R.C.S. Apply, with 
namcs of referees, also stating age, nationality, 
qualifications and experience, to the Group Sec- 
retary, 7 Nelson Gardens, Plymouth. (8367) 


BECKETT HOSPITAL, Barnsley 


Applications are invited for the post of 
HOUSE OFFICER, SURGERY 
at the above hospital. Post vacant end of Decem- 
ber, 1961. Applications, giving full particulars, 
should be sent to the Group Secretary, Barnsley 
Hospital Management Committee, 33 Gawber 
Road, Barnsley. (8253) 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Victoria Hospital, Accrington 


HOUSE SURGEON 
required January 9, 1962. Post recognized for 
F.R.C.S. and approved for pre-registration pur- 
poses. Applications, giving names of two referces, 
to Group Secretary, H.M.C. Office, Royal Infir- 
mary, Blackburn. (8254) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 45 


60 


Surgery—contd. 


BOLINGBROKE HOSPITAL 
Wandsworth Common, S.W.11 


HOUSE SURGEON 
(Resident). Post vacant November 28, 1961. Open 
to pre- and post-registration candidates. Apply 
Hospital Secretary, with copies of three recent 
testimonials. (8255) 


BRIGHTON GENERAL HOSPITAL 


HOUSE SURGEON 
(Recognized for F.R.C.S.) 

Applications are invited for the appointment of 
House Surgeon to the General Surgical Unit (60 
beds). Post vacant January 13, 1962. Recognized 
as a pre-registration appointment. Applications, 
stating agce qualifications, experience, and giving 
the names Of two referees, should be sent to the 
Physician Superintendent, Brighton General Hos- 
pital, Elm Grove, Brighton 7 (8478) 


BROMLEY HOSPITAL 
Cromwell Avenue, Bromley, Kent 


HOUSE SURGEON 
required January 1. Recogized for F.R.C.S. Pre- 
registration post. Write, stating full particulars 
and naming two referees, to Hospital Secretary. 
( 


CHELMSFORD AND ESSEX HOSPITAL 
St. JOHN’S HOSPITAL, Chelmsford 


HOUSE SURGEONS (Pre-registration) 

Applications are invited for three vacant posi- 
tions of House Surgeon at the above hdspitals, to 
commence on December 1. The posts offer good 
surgical experience and are recognized for the 
F.R.C.S. Applications, with copies of two recent 
testimonials, to the Secretary, Chelmsford Hospital 
Management Committer, London Road, Chelms- 
forda (6654) 


CHELIENHAM GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


ROTATING INTERNSHIP 

A vacancy occurs for a House Surgeon, pre- or 
post-registration, at the Cheltenham General Hos- 
pital. The post is vacant in January, 1962, and 
the successful candidate. on completion of six 
months’ appointment, will be offered (subject to 
satisfactory services) the position of House Physi- 
cian, if desired. Applications, stating age and 
experience, and giving names of two referees, to 
be sent to the Group Secretary, General Hospital, 
Cheltenham. (8189) 


CHESTER ROYAL INFIRMARY (217 beds) 


Applications are invited for the post of 
ESIDENT HOUSE SURGEON 
(General), vacant January 10, 1962. Recognized 
for pre-registration and F.R.C.S. Applications, 
with the names and addresses of two referees, 
should be forwarded to the Hospital Secretary. 
(8502) 


CIRENCESTER MFMORIAL HOSPITAL 
Glos (68 beds) 


Applications are invited for the post of 
HOUSE SURGEON followed by a further six 
months’ post as HOUSE PHYSICIAN 
Both posts are recognized for pre-registration pur- 
poses. Married accommodation available. Vacancy 
occurs January 18, 1962. Application forms from 
the Group Secretary. (8371) 


CLWYD AND DEESIDE HOSPITAL 
MANAGEMENT COMMITTER 


Royal Alexandra Hospital, Rhyt 


Applications are invited from pre-registration or 

registered medical nractitioners for the post of 
HOUSE SURGEON 

Post vacant December 1, 1961. Tenable for six 
months. Recognized for F.R.C.S. Applications, 
with copics of two testimonials, to be sent forth- 
with to the Greup Secretary, ** Rhianfa,’’ Russell 
Road, Rhy!. (7229) 


CROYDON GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


General Hospital (200 beds) 

HOUSE SURGEON (Pre-registration) 
required. Post recognized for F.R.C.S. and pre- 
registration service. Vacant December 22. Appli- 
cations in writing, with names of two referees, to 
Group Secretary, General Hospital, Croydon, by 
December 2. (8227) 
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EDGWARE GENERAL HOSPITAL 
Edgware, Middlesex 


RESIDENT HOUSE SURGEON 
Post vacant December 19, 1961. Recognized for 
F.R.C.S. and pre-registration purposes. Applica- 
tions, stating age, qualifications and experience, 
and enclosing up to three recent testimonials, > 
Medical Administrator of hospital by December 8, 
1961. (8137) 


GENERAL HOSPITAL, Aberystwyth, Cards 


HOUSE OFFICER (Surgery) 
pre-registration or post-registration, required. Post 
vacant February 1, 1962, Married accommodation 
available. Applications, accompanied by two recent 
references, to the Hospital Secretary, General Hos- 
pital, Aberystwyth, Cards. (8485) 


GENERAL HOSPITAL, Margate (118 beds) 


HOUSE SURGEON 
Approved pre-registration post. Salary at the 
rate of £675 to £825 per annum, according to ex- 
perience, less appropriate residence charges. Ap- 
plications, with copies of testimonials, to Hospital 
Secretary. (8257) 


GLOUCESTERSHIRE ROYAL HOSPITAL 
Southgate Street, Gloucester (220 beds) 


HOUSE SURGEON 
required. Post vacant mid-December. Excellent 
general surgical experience. Recognized for pre- 
registration service and the F.R.C.S. Applications, 
naming two referees, to the Group Secretary. 
(8486) 


HERTS AND ESSEX GENERAL HOSPITAL 
Bishop’s Stortford, Herts (354 beds) 


Applications are invited for post of 

HOUSE OFFICER (Surgical) 
(Pre-registration). Salary £675 to £825 per annum, 
less £155 to £165 per annum in respect of resi- 
denial emoluments. Appointment to commence 
February 15, 1962. Applications, stating age, 
nationality, qualifications and experience, with 
copies of two* recent testimonials or names of 
teferees, to the Hospital Secretary. (8343) 


HIGHLANDS GENERAL HOSPITAL 
Winchmore Hill, N.21 


Applications are invited from pre- or post-regis- 
tration medical practitioners for post of 
HOUSE SURGEON 
Vacant mid-December. Fifty surgical beds, new 
operating theatre, out-patient and casualty depart- 
ment. Applications, with two testimonials and 
name and address of one referee, to Hospital 


Secretary. (8196) 


HULL “A” GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Kingston General Hospital, Hull (412 beds) 


Applications are invited for the post of 
SIDENT HOUSE SURGEON 
post.) (Recogn’zed for the 
F.R.C.S, examinations.) No Casualty Officer duties 
attached to this post. Post vacant end of Decem- 
ber. Applications, with two recent testimonials. to 
the Hospital Secretary. (8333) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Heath Road Wing, Ipswich (280 beds) 


Apptications invited for the post of 
HOUSE SURGEON 
(pre-registrafion), vacant on December 19, 1961, 
Apply. giving details and testimonials, to the Hos- 
pital Secretary. (8334) 


KETTERING AND DISTRICT GENFRAL 
HOSPITAL, Kettering 


invited for the, of 
TWO HOUSE SURGEON 

(pre-registration) commencing on tine 12 and 
31, 1961. Posts recognized for F.R.C.S.  Appli- 
cations, stating age, experience and qualifications, 
together with copies of three recent testimonials, 

to the Hospital Secretary at the above address. 
(7755) 


KING EDWARD VII HOSPITAL, Windsor 


HOUSE SURGEON 
in General Surgery required, male or female. Post 
vacant December 21. Recognized for F.R.C.S. 
Pre-registration post. Applications, with copies of 
recent testimonials, stating age, nationality, quali- 
fications, with dates, to Secretary. (8335) 


MEMORIAL HOSPITAL, Shooters Hill, S.E.18 


HOUSE SURGEONS 
Two posts, vacant January 1. Approved for 
pre-registration service and recognized for F.R.C.S 
Apply to Group Secretary, Memorial Hospital. 
Woolwich, S.E.18. (8032) 


NEWCASTLE GENERAL HOSPIFAL (840 beds) 


Newcastle upon Tyne He Hospital Management 
Committee 


The following resident posts which are recognized 
for the purpose of pre-registration service become 
vacant on January 14, 1962; 

HOUSE (2) (General Surgery 
(Recognized for F.R.C.S. Diploma.) Applications 
will be accepted from students on the point of 
taking their qualifying examination. Applications, 
together with names, and addresses of two referees. 
shoud be sent to the Secretary, Newcastlé Generat 
Hospital, Newcastle upon Tyne 4, not later than 
December 2, 1961. (8149) 


NORTH MIDDLESEX HOSPITAL, London N.18 


RESIDENT HOUSE SURGEONS 
fully registered or pre-registered, required for a 
period of six months starting January 1, 1962 
Posts recognized for F.R.C.S. Applications, stating 
age, nationality, qualifications and experience, with 
copies of recent testimonials, to the Secretary of 


_ the hospital by November 29, 1961. (8095 > 


NORTH STAFFORDSHIRE ROYAL 
INFIRMARY, Stoke-on-Trent 


HOUSE OFFICER (General Surgery) 
required. Pre-registration post, vacant. Shortly. 
Six weeks’ postgraduate coufse recenuly completed. 
Further courses proposed. Applications, with copy 
testimonials, to Hospital Secretary, (8336) 


NOTTINGHAM NO. 1 HOSPITAL MANAGE- 
MENF COMMITTEE 


General Hospital, _Nottingham (467 beds) 


Applications are invited for the post of 
RESIDENT PRE-REGISTRATION HOUSE 
SURGEON 
at the above hospital, duties to commence early! 
mid-December, 196L. Applications, stating age, 
nationality, qualifications and experienced. together 
with copies of two recent testimonials, .t6 .be sent 
to the Group Secretary as soon as possible. (7867) 


ROYAL BERKSHIRE HOSPITAL 
Readi ing (397 (397 beds) 


Applications are ancients ton from registered and pro- 
visionally registered medical practitioners for the 


post of 

RESIDENT HOUSE SURGEON 
vacant January 1, 1962, and tenable for six. months. 
Write, stating age, qualifications (with dates), 
nationality, present post, with copies of two recent 
testimonials, to Secretary. (8448) 


ROYAL HAMPSHIRE COUNTY HOSPITAL 
Winchester (404 beds), 


TWO HOUSE SURGEONS 
(post recognized by Royal College of Surgeons) 
required for General Surgery, with some E.N.T. 
duties. Posts vacant December 14, 1961, and Janu- 
ary 1, 1962. Approved pre-registration posts. Ap- 
plications, with copies of two testimonials; to the 
Hospital Secretary. (8258) 


ROYAL LANCASTER INFIRMARY, Lancaster 


RESIDENT ~ ER 
(General 

Post vacant mid-January, toe, tenable for six 
months. Recognized for F.R.CS.  Pre-registra- 
tion candidate preferred. Apply immediaicly, 
stating age, training, qualifications, experience; and 
with names of two medical referees, to Group 
Secretary, Royal Lancaster Infirmary, Ldmenster. 

(8521) 


ST. ALBANS CITY HOSPITAL (394 beds) 
St. Albans, Herts 


HOUSE SURGEON 
(pre-registration) required November 28, 1961. 
Post recognized for F.R.C.S. Applications to Sec- 
retary, Mid-Herts Group Hospital Management 
Committee, Bleak House, Catherine Street, St. 
Albans. (6330) 


ST. LUKE’S HOSPITAL, Guildford (385 beds) 


HOUSE SURGEON (Pre-registration) 

Post vacant December 26, 196 Applications, 
with full details and copies of three recent testi- 
monials, to Physician Superintendent as soon as 
possible. (8259) 


CUCKFIELD HOSPITAL, Cuckfield, near Hay- 
wards Heath, Sussex (Main line London and South 
Coast. Easy access Brighton) 


JUNIOR HOUSE OFFICER (General Surgery) 
for unit including 39 general, 18 E.N.T., and some 
children’s beds. Pre-registration post, vacant 
January 2, 1962. Apply, with two referees, to 
Hospital Secretary. (8256) 


LEYTONSTONE (NO. 10) HOSPITAL GROUP 


Applications are invited for two posts of pre- 
registration 
HOUSE SURGEON (General Surgery) 
at Whipps Cross Hospital, Leytonstone, E.1l Ap- 
plication forms obtainable from, and returnable 
to, the Hospital Secretary by December 5, 1961. 
(8354) 


ST. MARY ABBOTS HOSPITAL 
Marloes Road, Kensington, W.8 


HOUSE SURGEONS 
Two vacancies on February 1, 1962. Recognized 
for F.R.C.S. Resident, and limited to six months. 
Provisionally registered candidates a. Ap- 
plication forms, obtainable from House vernor, 


by December 13. ; (8468) 
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ST. MARY’S HOSPITAL FOR WOMEN AND 
CHILDREN, Upper Road, Plaistow, London E.13 


HOUSE SURGEON 
(pre-registration first or second post) required, to 
commence duty on January 3, 1962. Duties in- 
clude General Surgery, Gynaecology, and E.N.T. 
Apply to Hospital Secretary. (8439) 


ST. NICHOLAS’ HOSPITAL, Plumstead, S.E.18 


HOUSE SURGEON 
Vacant January 1. Approved for pre-registration 
service and recognized for F.R.C.S. Apply to 
Group Secretary, Memorial Hospital, Woolwich, 
S.E.18. (8033) 


SHREWSBURY HOSPITAL GROUP 
Royal Salop Infirmary (241 beds) 


HOUSE SURGEON 
Vacant December 5, 1961. Pre-registration can- 
didates cligible. Recognized for F.R.C.S. No 
casualty duties. Applications, with copy testi- 
monials, to Group Secretary, Copthorne Hospital, 
Shrewsbury. (8228) 


SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Plymouth 


HOUSE SURGEON 
Vacant December 14, 1961, at the Greenbank Road 
Section. Recognized for the F.R.C.S. Apply, with 
names of referees, also stating age, nationality, 
qualifications and experience, to the Group Sec- 
retary, 7 Nelson Gardens, Plymouth. (8368) 
SOUTH LIVERPOOL HOSPITAL MANAGE- 

MENT COMMITTEE 


Sefton General Hospital, Liverpool 15 
(992 b beds, 10 108 cots) 


Applications are invited for the appointment of 
THREE RESIDENT HOUSE SURGEONS 
(General) 
which will become vacant at the above-named 
hospital on March 1, 1962, and will be for a 
period of six months. These posts are approved 
as pre-registration posts. The terms and con- 
titions of service will be in accordance with the 
regulations of the Ministry of Health. Applica- 
tion forms may be obtained from the undersigned, 
1o whom they should be returned not later than 
first post on Friday, December 8, 1961.—Garnet 
Chaplin, Secretary to the Committee. (8393) 


SOUTHPORT AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the following resi- 
dent House Officer appointment at the Southport 
General Infirmary, Scarisbrick New Road, South- 
port (the hospital is recognized for pre-registration 


and F.R.C.S.): 
HOUSE SURGEON 
(General Surgery and Gynaecology) 
Post vacant January 10, 1962. Applications, stating 
age, qualifications (with dates), nationality, and 
positions held, together with copies of testimonials. 
to the Hospital Secretary. (8346) 


STOCKPORT AND BUXTON HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the following pre- 
registration posts : 
Stockport Infirmary (169 beds) 
HOUSE OFFICER (Surgery) 
(Recognized for the F.R.C.S.) 
Vacant February 8, 1962. 

HOUSE OFFICER (Surgery and E.N.T.) 
(Recognized for the F.R.C.S. and D.L.O.) 
Vacant February 16, 1962. 

HOUSE OFFICER (Surgery) 
(Recognized for the F.R.C.S.) 

Vacant March 1, 1962. 

Stepping Hill Hospital, Stockport (564 beds) 
HOUSE OFFICER (Surgery) 
(Recognized for the F.R.C.S.) 

Vacant January 3, 1962. 
Applications, with full particulars and copies of 
two testimonials, to be addressed to the under- 
signed.—E. J. Durrant, Group Secretary, 59B Shaw 
Heath, Stockport. (8118) 


SWINDON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


RESIDENT PRE-REGISTRATION HOUSE 
SURGEONS 


required January, 1962, for General Surgical Unit 
of 80 beds at Victoria Hospital, Swindon. Recog- 
nized for F.R.C.S. Married accommodation avail- 
able. Full details, giving three referees, to Group 
Secretary, 7 Okus Road, Swindon, as soon as 
possibte. (8337) 


THE ROYAL HOSPITAL, Wolverhampton 


General Surgery) 
Vacant December and January. 


Recognized for 


F.R.C.S. Apply, with copies of two testimonials. 
to the Secretary. (7619) 
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TAUNTON AND SOMERSET HOSPITAL 


HOUSE OFFICER (General Surgery) 
required. Pre-registration post recognized for 
F.R.C.S. Post vacant January 1, 1962. Applica- 
lions, stating age. nationality, and qualifications, 
together with the names of two referees, to the 
Group Secretary, Taunton Hospital Management 
Committee, Musgrove Park Hospital, Taunton, 
Somerset. (8338) 


UNITED CAMBRIDGE HOSPITALS 
Addenbrooke’s Hospital, Cambridge 


HOUSE SURGEON 
in General Surgery for six months from January 
18, 1962. Recognized pre-registration service. 
Apply to Secretary by December 6, stating age, 
nationality, qualifications and experience (with 
dates), and with copies of three testimonia's. (8339) 


WALSALL HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited for the following 
appointments : 
General (Sister Dora) Hospital (188 beds) 
HOUSE SURGEONS 
(Vacant end January) 
Manor Hospital (340 beds) 
HOUSE SURGEONS 
(Vacant early January) 
These are acute general hospitals situated in a 
densely populated industrial area and give wide 
experience in all branches of medicine and surgery. 
Posts recognized for pre-registration. Hospitals 
recognized for F.R.C.S. Opportunities for experi- 
ence in general surgery, orthopaedics, gynaecology 
and E.N.T. surgery. Applications, with names of 
two referees, to Group Secretary, General (Sister 
Dora) Hospital, Walsall, Staffs. (8522) 


WARNEFORD HOSPITAL, Leamington Spa 
(211 beds) 


HOUSE SURGEON 
resident and recognized for pre-registration and 
R.CS. Post provides excellent experience. 
Married quarters may be available. Post vacant 
December 13. Applications, with two recent testi- 
monials, to Hospital Secretary. (8340) 


WORTHING GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Worthing Hospital, Lyndhurst Road, Worthing, 
Sussex 


Applications are invited for the post of 
HOUSE SURGEON (Pre-registered) 
Vacant immediately. <A post-registration candidate 
would be considered. Full particulars, with two 
testimonials, to Hospital Secretary.—A. V. Oakton, 
Group Secretary. (7869) 


THORACIC SURGERY 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


REGISTRAR IN THORACIC SURGERY 
Royal Infirmary of Edinburgh 
Apply, giving particulars of age, qualifications 
and previous experience, together with the names 
of two referees, to the Secretary, 11 Drumsheugh 
Gardens, Edinburgh 3, within two weeks from the 
date of this advertisement. (8516) 


BROMPTON HOSPITAL, S.W.3 


Applications invited for the following post : 
SURGICAL OFFICE! 
(Post graded as Senior House Officer or Registrar, 
according to qualifications and experience.) Non- 
resident, but some emergency night duty is re- 
quired. Appointments are for six months from 
February 1, 1962, with cligibility for reappoint- 
ment. Candidates must previously have held a 
hospital appointment. Applications, stating age, 
qualifications (with dates), nationality, and ap- 
pointments held, together with copies of testi- 
monials, by December 9, 1961, to Kenneth A. F. 
Miles, House Governor. (8355) 


ST. THOMAS’ HOSPITAL, London S.E.1 


SENIOR HOUSE OFFICER or HOUSE OFFICER 
(Thoracic Surgical Unit) 

for six months from February 6. Resident. Grade 

according to qualifications and experience. Ap- 

plications, naming two referees, to Clerk of the 

Governors by December 6, 1961. (8440) 


UROLOGY 
ST. PETER’S, ST. PAUL’S AND ST. PHILIP'S 
HOSPITALS 


RESIDENT SURGICAL OFFICER 
(Senior Registrar grade) 

Applications are invited from men on the British 
Register who have completed their training in 
General Surgery for the post of R.S.O., St. Peter’s 
Hospital, from February 1. 1962. The appoint- 
ment is for six months, with a further six months 
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if recommended. Candidates should be prepared 
to spend a year at the hospital if required. Ap- 
plications, and the names of three referees, to the 
House Governor, St. Peter’s Hospital, Henrietta 
Sureet, W.C.2, by December 9, 1961. (8060) 


THE UNITED LEEDS HOSPITALS 
The General Infirmary at Leeds 


REGISTRAR IN UROLOGY 
required for a period of one year in the first in- 
stance. Renewable for second year. Post offers 
good experience either to candidates having already 
embarked upon training in general surgery or to 
those who wish to specialize in urology. Whitley 
conditions of service apply. Applications, stating 
age, experience, qualifications, previous posts (with 
dates), and three names for reference, should be 
sent to the Sub-Dean, School of Medicine, Leeds 2, 
by not later than November 29, 1961. (8205) 


LEEDS (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


St. James’s Hospital, Leeds 9 


Applications are invited for the post of 
LOCUM HOUSE OFFICER or SENIOR HOUSE 
OFFICER IN UROLOGY 
for the period until January 31, 1962. Applications 
to be forwarded, as soon as possible, to the Group 
Secretary, St. James's Hospital, Leeds 9. (7589) 


VENEREOLOGY 
ST. MARY’S HOSPITAL, W.2 


WHOLE-TIME REGISTRAR 
to Venereal Diseases Department 
for first period of 12 months, with effect from 
February 1, 1962. Post suitable for persons read- 
ing for higher qualifications. Applications, giving 
full details, with names and addresses of three 
referees, should reach the House Governor not 
later than December 18, 1961. (8402) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 45 


PUBLIC HEALTH 


BIRMINGHAM SCHOOL HEALTH SERVICE 
Principal School Medical Officer, Dr. Matthew Burn 


SCHOOL MEDICAL OFFICER 

Applications are invited from registered medical 
practitioners (men or women) for appointment as 
School Medical Officer in the School Health Ser- 
vice. The possession of a D.P.H. or D.C.H. will 
be an advantage. Salary in accordance with Whit- 
ley Council scale, £1,295 by £65 to £1,620 by £75 
to £1,845, commencing point according to experi- 
ence. Appointment is subject to the appropriate 
Superannuation Act and to the passing of a medical 
examination. Forms of application and further 
particulars are obtainable from E. L. Russell, 
Chief Education Officer, School Health Service, 
154-5 Great Charles Street, Birmingham 3, to be 
returned within two weeks of appearance of 
advertisement. (8362) 


COUNTY BOROUGH OF DUDLEY 


ASSISTANT MEDICAL OFFICER OF HEALTH 
AND SCHOOL MEDICAL OFFICER 

Applications are invited from registered medical 
practitioners for the above appointment ; duties 
mainly in connection with the School Health and 
Child Welfare Services. Opportunity for experi- 
ence in all public health fields. Salary within scale 
£1,295 to £1,845 per annum, according to experi- 
ence and qualifications. Car allowance. In ap- 
propriate cases consideration may be given to the 
provision of housing accommodation. Applica- 
tions, stating age, qualifications and experience, 
together with the names and addresses of two 
referees, should be sent to the Medical Officer of 
Health, Council House, Dudley, Worcs, as soon 
as possible. (8261) 


COUNTY BOROUGH OF HALIFAX 


APPOINTMENT OF DEPUTY MEDICAL 
OFFICER OF HEALTH AND DEPUTY 
PRINCIPAL SCHOOL MEDICAL OFFICER 
Applications are invited for this appointment 
from those possessing the D.P.H. (male or female). 
This is a new appointment, and provides special 
administrative experience in all branches of public 
health. Salary scale £1,595 to £1,895 per annum. 
Applications, Stating age, qualifications and ex- 
perience, and giving names and addresses of three 
referces, must be received by the Medical Officer 
of Health, Powell Street, Halifax, not later than 
December 8, 1961.—Richard de Z. Hall, Town 
Clerk, Town Hall, Halifax. (8262) 
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Public Health—contd. 
COUNTY BOROJGH OF HALIFAX 


APPOINTMENT OF ASSISTANT MEDICAL 
OFFICER OF HEALTH AND SCHOOL 
MEDICAL OFFICER (Male or Female) 

O VACANCIES 

Applications are invited for the above appoint- 
ments. Duties will be connected mainly with the 
Child Health Services, and will be divided between 
the Health and Education Departments. D.P.H 
or D.C.H. an advantage. These are new appoint- 
ments brought about by recent reorganization and 
offer special experience and research in various 
branches of School Health, Child Welfare and 
Mental Health. Salary scale within the range 
£1,295 to £1,845 per annum. 

Applications, stating age, qualifications and ex- 
perience, and giving names and addresses of three 
referees, must be received by the Medical Officer 
of Health, Powell Street, Halifax, not later than 
December 8, 1961.—Richard de Z. Hall, Town 
Clerk, Town Hall, Halifax. (8263) 


COUNTY BOROUGH OF MIDDLESBROUGH 


Applications are invited from registered medical 
Practitioners, with previous experience in public 
health (D.P.H. a recommendation), for the follow- 
ing appointment : 

SENIOR ASSISTANT MEDICAL OFFICER 
OF HEALTH for Maternal and Child Welfare 

The post offers excellent opportunities for in- 
sight into the administration of a large modern 
Health Department. and is a permanent whole- 
time superannuable appointment. 

Salary scale £1.445 by £65 (5) by £75 (3) to 
£1,995. Essential car user allowance. 

Application form, together with terms and con- 
ditions relating to the appointment, may be 
obtained from Town Clerk, Middlesbrough, to be 
returned by December 9. (8499) 


COUNTY BOROUGH OF SOUTHEND-ON-SEA 
ASSISTANT MEDICAL OFFICER OF HEALTH 


AND SCHOOL MEDICAL OFFICER (Woman), 


Applications are invited for appointment in a 
department where the authority's functions in 
regard to public health, the school health service 
and welfare are completely integrated. Salary 
within the scale £1,295 by £65 (5) to £1,620 by 
£75 (3) to £1,845. Proper regard will be had to 
qualifications and experience in fixing the com- 
mencing salary. Full particulars and forms of 
application from the Medical Officer of Health, 
Municipal Health Centre, Warrior Square, South- 
end-on-Sea.—Archibald Glen, Town Clerk. (8203) 


COUNTY BOROUGH OF WEST HARTLEPOOL 


APPOINTMENT OF FEMALE ASSISTANT 
MEDICAL OFFICER OF HEALTH 

Applications are invited for the above appoint- 
ment from registered medical practitioners. The 
possession of the D.P.H. or D.C.H. will be an 
advantage. 

The person appointed will be engaged primarily 
in maternity and child welfare and school health 
services. The successful applicant will also be 
required to attend to such other duties as may 
from time to time be allocated to her by the 
Medical Officer of Health. 

The appointment will be subject to the Whitley 
Council's scale and conditions. Salary £1,295 per 
annum to £1,848 per annum, according to experi- 
ence. Consideration will be given to the payment 
of a car allowance. 

The appointment will be subject to a medical 
examination for superannuation purposes and to 
two months’ notice in writing on cither side. 

Applications, stating age, qualifications and ex- 
perience, and giving names and addresses of three 
referees, must be received by the Medical Officer 
of Health, Durham House, Victoria Road, West 
Hartlepool, not later than December 16, 1961.— 
Eric J, Waggot, Town Clerk, Muni¢ipal Buildings, 
West Hartlepool. (8524) 


COUNTY OF BUCKS 


Applications are invited from registered medical 
Practitioners, holding the Diploma in Public 
Health, for the 
JOINT APPOINTMENT OF MEDICAL OFFICER 
OF HEALTH for the Borough of Aylesbury and 
the Linslade Urban and Aylesbury and Wing Rural 
Districts, and AREA MEDICAL OFFICER AND 
DIVISIONAL SCHOOL MEDICAL OFFICER 

for the Bucks County Council 

The person appointed will be employed for 53% 
of his time as Medical Officer of Health for the 
districts mentioned, and for the remainder as Area 
Medical Officer and Divisional School Medical 
Officer for the Bucks County Council. 

The combined salary scale will be £2,356 13s. 6d., 
rising to a maximum of £2,873 15s. 3d. per annum. 
Travelling and subsistence allowances will be paid 
on the appropriate Council's scale for the time 
being in force. The appointment is superannuable 
and subject to medical examination. 

Further particulars and forms of application 
may be obtained from the Clerk of the County 
Council, County Hall, Aylesbury, to whom appli- 
cations must be delivered by Tuesday, December 
5, 1961. (8229) 


COUNTY BOROUGH OF SOUTH SHIELDS 


APPOINTMENT OF DEPUTY MEDICAL 
OFFICER OF H®ALTH AND DEPUTY 
PRINCIPAL SCHOOL MEDICAL OFFICER 
Applications are invited for the above appoint- 
ment from registered medical practitioners holding 
the D.P.H. or equivalent qualification. Salary 
£1,750 by £56 13s. 4d. (2) and £46 13s. 4d. (3) to 
£2,003 6s. 8d., plus essential users’ car allowance. 
Temporary housing accommodation if required. 
Further particulars and application forms obtain- 
able from the Medical Officer of Health, Public 
Health Department, Stanhope Parade, South 
Shields, to whom they should be returned not later 
than Wednesday, December 6.—R. S. Young, 
Town Clerk. (8139) 


COUNTY BOROUGH OF SWANSEA 
Public Health Department 


APPOINTMENT = MEDICAL 


Applications arc enbel for the post of Assistant 
Medical Officer. Applicants must be registered 
medical practitioners. Qualifications in Child 
Health and/or Public Health, and experience in 
Dental Anaesthetics would be advantageous. Salary 
£1,295 by £65 (5) by £75 (3) to £1,845. The 
appointment is superannuable and subject to medi- 
cal examination. Applicants should be under 45 
years of age unless already in superannuated scr- 
vice of a local or public authority, in respect of 
which superannuation interchange is available. 
Application forms may be obtained from the Medi- 
cal Officer of Health, The Guildhall, Swansea, to 
whom they must be returned not later than 
Saturday, December 2, 1951. Canvassing, either 
directly or indirectly, is a  disqualification.— 
Jorwerth J. Watkins, Town Clerk, The Guildhall, 
Swansea. (8140) 


FLINTSHIRE COUNTY COUNCIL 
(Population 148,060) 


DEPUTY MEDICAL OFFICER OF HEALTH 

Applications are invited for the appointment of 
Deputy Medical Officer of Health (male) from duly 
qualified and registered medical practitioners hold- 
ing the Diploma in Public Health or similar quali- 
fication. Salary scale £2,400 rising to £2,600, plus 
a car allowance, the commencing salary to be in 
accordance with qualifications and experience. 
Form of application and further particulars obtain- 
able from the Clerk of the County Council, County 
Buildings (P.O. Box No. 1), Mold. Closing date 
December 5, 1961. (8204) 


DENBIGHSHIRE COUNTY COUNCIL 


APPOINTMENT OF WHOLE-TIME MEDICAL 
OFFICER OF HEALT! 
for the Borough of Wrexham and 
ASSISTANT COUNTY MEDICAL OFFICER 

Applications are invited from registered medizal 
practitioners, possessing a Diploma in_ Public 
Health or State Medicine, for the whole-time ap- 
pointment of Medical Officer of Health for Wrex- 
ham Borough and Assistant County Medical Officer. 
Salary scale is £1,951 17s. 6d. per annum by the 
appropriate increments to a maximum of £2,448 
2s. 6d per annum ; the commencing salary may be 
at a point above the minimum according to quali- 
fications and experience. Application forms and 
conditions of appointment can be obtained from 
me. Completed applications should be returned 
to me not later than December 4, 1961. Can- 
vassing disqualifies. On behalf of the Wrexham 
Borough Council and the Denbighshire County 
Council.—W. E. Bufton, Clerk of the County 
Council, County Offices, Ruthin, ee. 
(8057) 


GLAMORGAN COUNTY COUNCIL 


Applications invited from registered medical 

practitioners for the post of 
ASSISTANT MEDICAL OFFICER 
in the Pontypridd and Llantrisant Health Division. 

Salary in accordance with the recommendations 
of the Medical Whitley Council. 

Application forms obtainable from the County 
Medical Officer, County Hall, Cardiff. Closing 
date November 30.—Richard John, Clerk of the 
County Council. (8421) 


LINCOLNSHIRE (Parts of Holland) COUNTY 
COUNCIL 


APPOINTMENT OF DEPUTY COUNTY 
MEDICAL OFFICER 

Applications invited from registered medical 
practitioners, holding a Diploma in Public Health, 
for the appointment of Deputy County Medical 
Officer. Salary in accordance with the Medical 
Whitley Council scale, Committee C, £1,750 by 
£56 13s. 4d. (2), £46 13s. 4d. (3) to £2,003 6s. 8d. 
Particulars and application form, to be returned 
by December 4, 1961, may be obtained from the 
County Medical Officer, County Hall, Boston, 
Lincs. (7873) 


LANCASHIRE COUNTY COUNCIL 


OF DIVISIONA!. 
MEDICAL OFFICERS 

Applications are invited from registered medical 
practitioners for appointment to vacancies which 
exist in : 

1. Kirkby 
2. Eccles 
3. Swinton 

Possession of Diploma in Public Health desir- 
able but not essential. Salary scale £1,295 to 
£1,845. Commencing point will be according to 
experience. Assisted car purchase scherne and car 
in accordance with County Council's 
scale. 

Application forms and further particulars from 
County Medical Officer of Health, Serial 3380, 
East Cliff County Offices, Preston, to be returned 
not later than December 11, 1961. (8504) 


LONDON COUNTY COUNCIL 


Applications invited from_ registered medical 
Practitioners, preferably holding D.P.H., for 
appointment as 

WHOLE-TIME MEDICAL OFFICER 
in Public Health Department, within scale £1,295 
to £1,845. In fixing commencing salary regard will 
be paid to professional expericnce since registra- 
tion. In first instance the doctor appointed will 
be based at County Hall and undertake administra- 
tive duties connected with medical supervision of 
children’s homes and Welfare Department estab- 
lishments in London and Home Countics. Form 
from Mcdical Officer of Health (D.1/B/3122/11), 
County Hall, S.E.1. Closing date December 4. 
(8423) 


MIDDLESBROUGH COUNTY BOROUGH 
COUNCIL 


Applications are invited from tegistered medical 
Practitioners (male or female) for appointment as 
SCHOOL MEDICAL OFFICER and ASSISTANT 

MEDICAL OFFICER OF HEALTH 
Salary £1,295 by £65 (5) by £75 (3) to £1,845. The 
person appointed will require to be available for 
service in any branch of the Council's Health Ser- 
vice. The post is superannuable. Postgraduate 
studies encouraged. 

Application forms (returnable as soon as pos- 
sible) and conditions from Director of Education, 
Education Offices, Woodlands Road, Middles- 
brough. (8422) 


MIDDLESEX COUNTY COUNCIL 
County Health Department 


ASSISTANT MEDICAL OFFICER 
(whole-time) required in Area 4 (Hendon and 
Finchley). Duties concerned with supervision of 
health of mothers and young children and School 
Health Service. Diploma in Public Health or 
Child Health desirable. Previous Local Authority 
experience advantage. Salary within scale, accord- 
ing to experience, £1,295-£1,845. Established. 
Prescribed conditions. Particulars and two referees 
to Area Medical Officer, Town Hall, Hendon, 
N.W.4, by December 4, . Canvassing dis- 
qualifies. (Quote H.799.) (8036) 


WARWICKSHIRE COUNTY COUNCIL 


APPOINTMENT OF AN ASSISTANT COUNTY 
MEDICAL OFFICER OF HEALTH AND 
SCHOOL MEDICAL OFFICER, combined with 
a bursary scheme for taking the Diploma in 
Public Health 
Applications are invited from young medical 
practitioners wishing to make a career in Public 
Health. A minimum of two years’ medical experi- 
ence is required. The selected candidate may clect 
to join the Bursary Scheme, which enables him to 
attend, on paid leave, in the fourth and fifth year 
of service, the London University to take the 
Diploma in Public Health, with assistance towards 
living, travelling and course expenses. The post 
is kept open, and a satisfactory candidate may 
return to the Council's service on the appropriate 
point if the salary scale. A brochure explaining 
the scheme in full is supplied with the application 
form. Conditions of service and salary are in 
accordance with the Whitley Council scale, £1,295 
to £1,845, commencing salary according to experi- 
ence, a bursary candidate having certain deduc- 
tions. Post superannuable from date of appoint- 
ment. Successful candidate will be required to 
produce satisfactory medical certificate. Car is 
essential, for which Whitley Council scale of allow- 
ance is payable. Car purchase loan scheme avail- 
able. Consideration will be given to financial 

assistance towards removal expenses. 

Forms of application can be obtained from the 
County Medical Officer of Health, Shire Hall, 
Warwick. Closing date for applications is Decem- 
ber 16, 1961.—L. Edgar Stephens, Clerk of the 
Council, Shire Hall, Warwick. (8230) 
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GOVERNMENTAL 
GENERAL REGISTER OFFICE 


CHIEF MEDICAL STATISTICIAN 

Applications for this pensionable post in London 
are invited from registered medical practitioners 
(men and women) aged at least 35 on January 1, 
1962. A sound knowledge of medical statistics, 
based on training and experience more advanced 
than that necessary for the D.P.H. course, and 
experience in writing reports and commentaries, 
are essential. Applicants should preferably have 
a university degree, a H., and experience in 
at least two of the following : resident hospital 
appointment, public health work, school medical 
service, pathology, general practice, medical re- 
search, industrial medicine. 

The successful candidate will be responsible for 
the technical planning and publication of analysis 
of mortality and morbidity statistics and for writ- 
ing occasional publications on medical statistics. 
He wiil also be required to advise on problems in 
the use and interpretation of mortality and mor- 
bidity statistics, and to take part in the work of 
interdepartmental, international, and other mect- 
ings and committees concerned with medical re- 
search, vital statistics, and other matters of interest 
to the General Register Office. 

The salary (Inner London) is £3,715. Pensionable 
N.H.S. service may be aggregated for superannua- 
tion purposes. 

For further a and an application form, 
write Civil Service Commission, 6 Burlington Gar- 
dens, London W.1, quoting 5418/61. Closing date 
December 15, 1961. (8490) 


SCOTTISH PRISON, SERVICE 


PART-TIME MEDICAL OFFICER 
H.M. Prison, Barlinnie, Glasgow 

The work is that of Assistant to the whole-time 
Medical Officers of the Prison. It includes visits 
of about one hour’s duration every forenoon, in- 
cluding every third Sunday, and afternoon sessions 
of one to one and a half hours daily except Sun- 
day, in all averaging 11-14 hours a week. Success- 
ful candidate is expected to reside within casy 
reach of the Prison, Salary from £865 to £1,090 
per annum (not superannuable) according to num- 
ber of hours worked per week, and subject to re- 
view after three months.. Application forms, from 
the Director of Prison and Borstal Services, 
Government, Buildings, Broomhouse Drive, Edin- 
burgh 11, returnable not later than December 8, 
961. (8398) 


REPUBLIC OF IRELAND 


GALWAY COUNTY COUNCIL 
Galway Regional Hospital (700 beds) 


VACANCY FOR SURGICAL REGISTRAR 
(General and Genito- Urinary) 

Applications are invited for the whole-time post 
of Registrar to the Professor of Surgery. The 
hospital, which is recognized for the F.R.C.S. Dip- 
Joma, is the teaching institution for University 
College, Galway, and tutorial duties may also be 
assigned to the successful candidate. Remunera- 
tion £1,075 for the first year, £1,175 for the second 
year, and £1,275 for the third year, with an 
additional £125 per annum at all stages for a 
Registrar holding a higher degree. A deduction 
at the rate of £169 per annum is made for emolu- 
ments provided in kind. The appointment is for 
one year in the first instance, but may be renewed 
for second and third years. The vacancy occurs 
early in January, 1962, and official forms of ap- 
plication may be obtained from the Secretary, 
Galway County Council, County Buildings, Galway, 
to whom they should be returned, when completed, 
to reach him not later than December 11, 1961.— 
L. O. Luanaigh, Secretary. (8525) 


OVERSEA (Vacant) 


ALBERTA, CANADA. ASSISTANT WITH 
early view required in general practice in modern 
rural town 55 miles from Edmonton. Modern 
clinic comprising three doctors and a fully equipped 
active hospital. Medical bias preferred, but not 
essential. Salary approximately $600 per month. 
Apartment available.—Reply Box 928, Westlock, 
Alberta, Canada. 


CANADA. GENERAL PRACTICE IN RURAL 
district of central Alberta for sale. Would sell 
practice alone or with complete real estate, depend- 
ing on needs of buyer. Very’ reasonable terms will 
be available-—Box 1536, B.M.J. 


NEW ZEALAND. COUNTRY PRACTICE IN 


prosperous Taranaki township with hospital ap- : 


pointment. Attractive modern 5-bedroomed resi- 
dence with surgery attached. Price £6,250.—Auck- 
land Medical Agency, P.O. Box 7040, Ponsonby, 
New Zealand. 
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S. RHODESIA. PARTNERSHIP AVAILABLE 
in £20,000 per annum surgical practice. Considera- 
tion given only to highly trained surgeons with 
experience in thoracic and cardiac surgery. Inter- 
views in London.—Write Box 1506, J 


WESTERN AUSTRALIA. SOUND COUNTRY 
general practice. Gross £11,500. Could be in- 
creased. Available as partnership for two or as 
half shares. Some surgical experience necessary. 
Two houses for rental. Low premium. Details 
apply Dr. J. H. C. Walker, South Priory, Fish 
Hill, Royston, Herts, U.K. 


A TWENTY-TWO MEMBER CLINIC GROUP 
of Specialists and General Practitioners wishes to 
announce openings in the following departments: 
Paediatrics,, Ophthalmology, Radiology, Pacdiatrics 
and Ophthalmology, to commence duties as soon 
as available. Radiologist to start carly in 1963. 
Ophthalmology and Radiology new departments. 
Applicants must be fully qualified with equivalent 
to Certification of Fellowship by the Royal College 
of Canada. Applicants should give name, address, 
age, marital status, nationality, and a short state- 
ment of experience and appointments held, and 
also three references. These positions hold a 
guaranteed salary and possible partnership if 
mutually satisfactory. Applications should be sent 
to the Business Manager, the Port Arthur Clinic, 
Port Arthur, Ontario, Canada. 


LIBERIA. LARGE INDUSTRIAL ORGANIZA- 
TION require European Medical Officer for general 
duties. Contract two years. Salary $600-$700 per 
month. Car and accommodation provided. Details 
from M.P.A.B., B.M.A. House, Tavistock Square, 
London W.C.1. (Agents.) (8379) 


STANDARD-VACUUM OIL COMPANY 
has the following openings with an affiliated com- 
pany in Sumatra, Indonesia, for doctors from the 
United Kingdom : 

ONE DIRECTOR OF MEDICAL SERVICES 
with administrative ability. Previous experience in 
industry desirable. Age about 45 years. 
ONE OBSTETRICIAN 
with more than five years’ practice. 
Well-organized and well-equipped hospitals and 
clinics for employees and dependents. Free hous- 
ing and free passages (including family). Salaries 
in excess of B.M.A. recommended scales, plus 

overseas allowance. 

Applications invited from registered medical 
practitioners to the Medical Director, S.V.O.C., 
Africa House, Kingsway, London W.C.2. (8380) 


APPLICATIONS AND ENQUIRIES ARE IN- 
VITED for the position of Senior Interne and 
Assistant Resident in Anaesthesia at Sunnybrook 
Hospital. Toronto. The appointment is for six 
months to one year. Credit for training is given 
by the Royal College of Physicians and Surgeons of 
Canada for those proceeding to Certification and 
Fellowship in the specialty. Applicants may also 
be enrolled in the Diploma Course in Anaesthesia 
given by the University of Toronto. The salary 
range is between $2,700 and $3,300 per annum, 
depending upon previous experience. Address all 
replies to the Superintendent, Sunnybrook Hospital, 
Toronto. (6193) 


AUSTRALIA—QUEENSLAND 


Applications are invited for the positions of 
FULL-TIME RESIDENT MEDICAL OFFICERS 
at Innisfail Hospital, Innisfail, Queensland. Salary 
range : Junior Resident Medical Officer, £A.1,899/ 
£A.2,364 per annum; Senior Resident Medical 
Officer, £A.2,489/£A.2,864 per annum. Free fur- 
nished accommodation is provided adjacent hos- 
nital buildings. Allowance of £A.100 per annum 
in lieu of quarters. First-class sea fares for ap- 
pointees and families on undertaking to serve in 
Queensland hospitals for at least two years. Ap- 
plications, stating age, experience, marital status, 
date available, and enclosing copies of testimonials 
and other information, to be forwarded by airmail 
to the Secretary, Innisfail Hospitals Board, Innis- 
fail, Queensland, Australia. Further particulars 
may be obtained from the Agent-General for 
Queensland, 409 Strand, London W.C. (7815) 


BRITISH COLUMBIA CANCER INSTITUTE 
2656 Heather Street, Vancouver 9, 
British Columbia, Canada 


Due to expansion of services, applications are 

invited for the whole-time post of 
RADIOTHERAPIST 

Salary scale $10,000-$14,000 per year. Starting 

sulary according to experience. Pension plan and 

other benefits. Apply, with full particulars and two 

testimonials, to the Director. (7704) 


CLINICAL PATHOLOGIST FOR 
SASKATCHEWAN, CANADA 


A Clinical Pathologist is required to direct 
laboratory services at a modern 155-bed hospital, 
also to supervise services in a group of smaller 

itals in the region. Must be experienced histo- 


NEW ZEALAND. DERMATOLOGICAL PRAC- 
TICE for Sale. Consultant practice for sale or 
lease in large provincial area, with hospital appoint- 
ments. Ideal climate. Only fully wained dermato- 
logists acceptable. Details obtainable Advertisement 
Manager. Applications direct to Box 1426, B.M.J. 


pathologist. Regional tissue service provides 2,500 
surgical specimens annually. Eligibility for Canad- 
ian Certification preferred. Salary in the range 
$15,000-$20,000 per annum. Applications will be 
received by the Agent-General for Saskatchewan, 
19 Chester Mews, London S.W.1. 


AUCKLAND HOSPITAL BOARD 
New Zealand 


Applications are invited from qualified medical 
Practitioners of the British Commonwealth for the 
position of 
JUNIOR MEDICAL SPECIALIST IN PHYSICAL 
MEDICINE, Department of Physical Medicine, 

Auckland Hospital 
Preference would be given to applicants who are 
Members of one of the Royal Colleges of Physi- 
cians or are holders of Diploma in Physical Medi- 
cine, preferably in a teaching hospital. The 
appointment is a full-time one for a period of two 
years from the date of taking up duties. If during 
that period the appointee has oe carried 
out the duties of the position, and if so desired. 
an extension of the term for a further dimited 
period would be considered by the Board. The 
position is non-residential. The salary prescribed 
by the Hospital Employment (Medical Officers’) 
to £(N.Z.)2, um, annual increments 
of ANZ )150. The com- 
mencing salary within this scale will be determined 
by the Medical Officers’ Salaries Grading Com- 
mittee in accordance with the qualifications and 
experience of the appointee. Conditions of ap- 
pointment, which give details of assistance towards 
the payment of the appointee’s travelling expenses 
and those of his family, together with form of ap- 
plication, are obtainable from the office of the 
High Commissioner for New Zealand, 415 The 
Strand, London W.C.2. Applications close with 
the Secretary, Auckland Hospital Board, P.O. Box 
$546, Auckland, N.Z., at noon on Friday, Decem- 
ber 15, 1961.—R. F. Galbraith, Secretary. (8025) 


DOMINICA 


DISTRICT MEDICAL OFFICERS 
required for general duties at Institutions and 
Dispensaries in any district in Dominica. 

Appointments on contract for one tour of three 
years, with gratuity (taxable) of 124% of salary 
on satisfactory completion of contract. 

Salary scale £1,050 to £1,400 a year; initial 
salary according to experience. Private practice 
permitted if duties allow. Income tax at local 
rates. 

Quarters at rental not exceeding 10% of salary. 
Free passages for officer, wife and up to three 
dependent children under 18 years. Approximately 
12 weeks’ home leave on full pay on satisfactory 
completion of contract. 

Application forms from Director of Recruitment, 
Department of Technical Co-operation, 3 Sanc- 
tuary Buildings, Great Smith Street, London S.W.1. 
(quoting RC/L1/205/41/02). (8374) 


HONG KONG 


MALE SPECIALIST (Orthopaedics) 
required. Candidates must possess medical quali- 
fications registrable in United Kingdom and 

or M.Ch. or M.S., and have had a 
minimum of seven years’ post-registration experi- 
ence, of which at least five years must have been 
spent exclusively in the specialty. Proved admini- 
strative ability also required. 

Appointment on contract for one tour of three 
years, with gratuity (taxable) of approximately £975 
on satisfactory completion. Salary £3,675 a year. 
Income tax at local rates. 

First-class passages for officer, wife and up to 
three unmarried dependent children. Quarters pro- 
vided at nominal rental. Approximately six 
months’ leave on full pay on satisfactory comple- 
tion of contract. 

Application forms from Director of Recruitment, 
Department of Technical Co-operation, 3 Sanctu- 
ary Buildings, Great Smith Street, London S.W.1 
(quoting RC 205/68/04/L1). (8462) 


MEDICAL RESEARCH OFFICER AND 
BIOCHEMIST 

required by the West African Institute for 

Trypanosomiasis Research at Kaduna or Vom, 

N. Nigeria, for research related to trypanosomiasis. 

Appointment will be on contract for two tours of 

12 to 24 months in the first instance. 

Salary, according to qualifications and experience, 
in scale £1,248 a year, rising to £2,820 a year. 
Gratuity at rate of £150 a year, payable at end 
of tour or on final completion of service. Free 
passages for officer and wife. Assistance towards 
children’s passages and/or grant up to £150 a year 
if educated in U.K. Liberal leave on full salary. 
Quarters provided at moderate rental. Outfit 
allowance of £60. 

Candidates for the Medical Research Officer 
vacancy (M3B/53574/BG) must possess medical 
qualifications registrable in the U.K., and have 
had at least two years’ postgraduate experience. 
preferably in immunology, protozoology or tissuc 
culture techniques. 

Candidates for the Biochemist vacancy (M3B/ 
53575/BG) must possess a good honours degree 
in Biochemistry or Chemistry, or a_ registrable 
medical degree, with additional qualification in 
biochemistry, and have had at least two years’ 
postgraduate research experience in biochemistry. 

Women candidates must be single. 

Apply to Crown Agents, 4 Millbank, London 
S.W.1, for application form and further particulars, 
stating age, name, brief details of qualifications 
and experience, and quoting reference M3B/53575/ 
BG. (8461) 


64 


BRITISH MEDICAL JOURNAL 


Nov. 25, 1961 


Oversea (Vacant)—contd. 


MANITOBA REHABILITATION HOSPITAL 
Winnipeg, Manitoba 


SPECIALIST IN PHYSICAL MEDICINE AND 
REHABILITATION 

Applications are invited from physicians qualified 
in this field. The appointment is full-time. Salary 
(minimum $10,000) depending on qualifications and 
experience. ‘The hospital is at present under con- 
struction. It will be opened early in 1962, will 
contain 158 beds, and has been specifically designed 
as a rehabilitation centre with all modern facilities 
for the treatment of in-patients and out-patients. 
The hospital is within the medical centre, close to 
general hospitals and medical college, and will 
contain the School of Physiotherapy and Occupa- 
tional Therapy of the University of Manitoba. A 
wide variety of patients will be accepted and facili- 
ties provided for research in physical medicine and 
rheumatology. The successful applicant may be 
required to give additional consultant services in 
physical medicine elsewhere in the Province of 
Manitoba. Applications to the Chief of Medical 
Services, Dr. L. Truelove, Sanatorium Board of 
Manitoba, 1654 Portage Avenue, Winnipeg, 
Manitoba, Canada. (8381) 


MEDICAL COLLEGE ASSOCIATED ROTATING 
INTERNSHIPS AND RESIDENCIES 


Medicine, Surgery, Paediatrics, Obstetrics-Gynae- 
cology, Pathology, Anaesthesiology. Positions in 
Albany Medical College Regional Programme Hos- 
pitals. Intern salaries to $300, residency salaries 
higher. Matching programme participation. Write 
Chairman, Department Postgraduate Medicine, 
Albany Medical College, Albany, New York. 
(8382) 


PAEDIATRIC TEACHING AND RESEARCH 
Fellowship available July 1, 1962. Remuneration 
$8,000 per annum. Excellent facilities available 
for a Continuing Respiratory Disease Study with 
Vaccine Trials. Approved for Fellowship training 
by the Royal College Physicians and Surgeons of 
Canada. Applicants must have at least two years’ 
experience in Paediatrics. Apply Medical Director, 
Regina General Hospital, Regina, Saskatchewan. 

(8119) 


PATHOLOGY RESIDENCY. SOME EXPERI- 
ENCE preferred but not essential. A.M.A. four 
years approved. Voluntary teaching hospital 
affiliated with university medical school. Patholo- 
gist is British. Passage can be advanced. Begin- 
ning stipend $4,560, plus partial maintenance. 
Ninety miles north of Detroit. In summer and 
winter vacation area. 

Write Dr. Harry Shecter, Saginaw General Hos- 
pital, Saginaw, Michigan. (8526) 


PRINCE HOSPITAL 
UNIVERSITY OF _NEW SOUTH WALES 


VIROLOGIST 

Applications are invited for appointment, as 
Virologist at Prince Henry Hospital, which is a 
teaching hospital in the new Medical School of 
the University of New South Wales. Salary scale: 
Medical graduates, £A.3.204 to £A.4,164 ; Science 
graduates, £A.2,787 ; the initial salary depending 
on qualifications and experience. Furthermore, the 
successful candidate will be eligible for conjoint 
University appointment at the level of Senior Lec-, 
turer or Associate Professor, such appointment 
carrying an additional remuneration of £A.500 or 
£A.750 respectively. First-class fares by sea to 
Sydney will be paid for the appointee and _ his 
family ; and the successful candidate will be 
eligible, subject to satisfactory medical examination, 
to contribute to superannuation after 12 months’ 
service. The appointee will be expected to estab- 
lish virological laboratories for the diagnostic 
facilities of the hospital, to establish research work 
and to collaborate in teaching clinical microbiology 
in the Medical School. The appointee will be in 
charge of a suite of new virological laboratories 
about to be erected in a new wing for the Depart- 
ment of Pathology. The Prince Henry Hospital 
contains a special building housing 100 beds for 
cases of infectious diseases ; and will increase its 
total in-patients from 400 to some 650 during the 
next three years. Further information can be 
obtained from Professor D. L. Wilhelm, Director 
of Pathology. Applications should include details 
of experience and qualifications, research interests, 
publications, the names of three referees, and a 
recent photograph. Two copies of applications 
should be lodged with the Agent-General for New 
South Wales, 56-57 Strand, London W.C.2, and a 
further copy forwarded by airmail to the under- 
signed by January 8, 1962.—H. H. Dickinson, Chief 
Executive Officer, Prince Henry Hospital, Sydney, 
New South Wales. (7118) 


PSYCHIATRY RESIDENCY 


University Residency affiliated with a _ public 
general hospital and the Houston State Psychiatric 
Institute for Research Training. Fully 
accredited for four years’ adult and child psychi- 
atry. Salary $4,500-$7,000. Apply to William T. 
Lhamon, M.D., Chairman, Department of Psychi- 
atry, Baylor University College of Medicine, 
Houston 25, Texas. 


RESIDENCY IN ANAESTHESIA 


Applications invited for one- or two-year Anaes- 
thesia residency in the New England Center Hos- 
pital of Tufts University School of Medicine. 
Salary for first-year residency $3,650 per annum, 
plus transportation, and for the second-year resi- 
dency $4,050 per annum, plus transportation. Ap- 
pointments are made throughout the year. For 
further details write to Dr. Benjamin E. Etsten, 
Anaesthetist-in-Chief, New England Center Hos- 
pital, 171 Harrison Avenue, Boston, er 
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ROTATING INTERNSHIPS: ENGLEWOOD 
Hospital, Englewood, New Jersey, U.S.A. Engle- 
wood Hospital is a 300-bed community hospital 
located just ten minutes from New York City. 
An excellent programme of bedside rounds, 
clinical conferences and lectures is offered, utilizing 
teachers from nearby New York medical colleges. 
The salary is $245 monthly. Living quarters pro- 
vided for single interns as well as married interns 
with family. Uniforms and laundry service pro- 
vided. Applicants must have passed the American 
Medical Qualification Examination. Interested 
English applicants please contact Dr. M. R. Sheri- 
dan, 62 Queen Anne Street, Cavendish Square, 
London W.1. Tel. Welbeck 8626. Interested Szot- 
tish applicants please contact Dr. A. M. Sutherland, 
22 Boclair Road, Bearsden, Dunbartonshire, Scot- 
land. Tel. Bearsden 4229. (6160) 


ST. PAUL’S HOSPITAL 
Vancouver, British Columbia, Canada 


Applications are invited for Residents in the 
following Departments: Medicine, Surgery, Patho- 
logy, Obstetrics and Gynaecology, Paediatrics, at 
approved large general hospital. Remuneration 
$240 per month. Apply to the Administrator, St. 
Paul's Hospital, 1081 Burrard Street, Vancouver, 
B.C., Canada. Canadian, American or British 
graduates only are acceptable. (7708) 


ST. VINCENT’S HOSPITAL, Sydney 
DIRECTOR OF PSYCHIATRY 

St. Vincent’s Hospital, a Teaching Hospital asso- 
ciated with the University of Sydney, has acquired 
the Darlinghurst Admission Centre from the 
Department of Public Health of New South Wales. 
In its place will be established and developed a 
complete Psychiatric Unit within the administra- 
tion of the hospital under the care of the Sisters 
of Charity. Extensive structural alterations and 
additions are being carried out to provide in-patient 
accommodation, an Out-patient Department and 
Day Hospital facilities The completed Unit will 
fulfil the modern concept of a Therapeutic Com- 
munity approach to the treatment of mental ill- 
ness. The position of Director of this Psychiatric 
Unit will afford a unique opportunity for a 
Psychiatrist to be actively associated with the de- 
velopment of the first such Therapeutic Unit in 
New South Wales and with the modern facilities 
and equipment that are being made available in 
the reconstruction for undergraduate and post- 
graduate teaching. Applicants for this position 
must possess a Diploma in Psychological Medicine 
or its equivalent and have had some years’ ex- 
perience in the specialty. The position is full-time 
with salary range £A.3,202 to £A.4,162, an addi- 
tional £A.200 per year may be paid for the per- 
formance of some clinical administrative duties 
associated with the position. A self-contained resi- 
dence with three bedrooms, adjacent to the Unit, 
will be available. Further information will be 
given on request. Applications, with relevant de- 
tails of training and experience, and indicating 
approximate date of availability for duty, should 
be forwarded before January 12, 1962, to Dr. 
M. P. Cleary, General Medical Superintendent, 
St. Vincent’s Hospital, Sydney, N.S.W., Australia. 
(8120) 


STATE OF CONNECTICUT 
Fairfield State Hospital, Newtown, Conn., U.S.A. 


RESIDENTS IN PSYCHIATRY 
Applications are invited for residency training in 
psychiatry for men and women physicians, subject 
to successful completion of the American medical 
qualification examinations in September or April. 
Large modern hospital with active and varied teach- 
ing programme in affiliation with Yale University. 
Fully accredited for three years of training and 
approved for training leading to the D.P.M. Par- 
ticipant in Exchange-Visitor Programme. Close to 
metropolitan areas. Maintenance at nominal cost 
immediately available to single applicants, waiting 
list for family accommodations. Beginning stipend 
$455 per month. Write, giving particulars, to Jane 

E. Oldham, M.D., Director of Training. 


THE PITTSFIELD AFFILIATED HOSPITALS 
MEDICAL EDUCATION PROGRAMME 
(400 beds) 


offers completely approved rotating internships, 
Residencies in internal medicine, surgery, ob.-gyn., 
and pathology. Salaries range from $250 to $375 
per month, with allowances for married personnel. 
Affiliated with the Albany Medical College of 
Union University. 

Address inquiries to Director of Medical Educa- 
tion, Pittsfield Affiliated Hospitals, 379 East Street, 
Pittsfield, Massachusetts. (6860) 


THE SOUTH AFRICAN INSTITUTE FOR 
MEDICAL RESEARCH 
Johannesburg, Republic of South Africa 


SENIOR PATHOLOGIST 

Applications are invited from suitably qualified 
medical practitioners for the vacant post of Senior 
Pathologist in the Department of Morbid Anatomy 
and Histopathology at the above Institute. Salary, 
depending upon qualifications and experience, will 
be in the range R.4,500 to R.5,600 (£2,250 to 
£2,800), provided the ‘applicant possesses the 
necessary qualifications for registration as a 
Specialist Pathologist with the South African 
Medical and Dental Council. 

Membership of the Staff Provident Fund and 
Medical Benefit Scheme are compulsory, and for 
this purpose a medical certificate of sound health 
is required. 

The travelling expenses of a successful overseas 
applicant will be met on a prearranged basis. 

Applications should be submitted within 21 days 
of the appearance of this advertisement. 

Further particulars may be obtained from the 
Director, P.O. Box 1038, Johannesburg, South 
Africa. (8424) 


UGANDA 
MINISTRY OF HEALTH 


Vacancies exist for Medical Officers with 
qualifications registrable in the United 
Kingdom, who are normally domiciled in 
India, Pakistan or Goa. 


Uganda is in particular need of young 
men who wish to develop their knowledge 
and experience of medicine rapidly. An 
excellent opportunity for those wishing to 
work in East Africa, on the following 
attractive terms of service : 


Three-year Contracts, with assisted pas- 
sages from the United Kingdom to 
Uganda on first appointment and, 
thereafter, Ist class sea passages to 
Bombay, Karachi or Marmagoa, on 
the satisfactory completion of con- 
tract. 

Salary in the scale £1,128 to £1,989 per 
annum. Initial salary according to 
qualifications and experience. 

Gratuity, 25% of total salary earned. 

Leave. Vacation leave three days per 
month. Gencrous local leave, on full 
salary, within East Africa. 

Quarters. Partly furnished housing at low 
rental is provided. 


Uganda offers a good climate, adequate 
sporting facilities, and excellent roads, 
which facilitate travel. 


Apply to Crown Agents, 4, Millbank, 
London S.W.1, for application form and 
further particulars, stating age, name, brief 
details of qualifications and experience, 
and quoting Reference M3C/53665/BG. 
Closing date for applications, December 2, 
1961. (7483) 


UNIVERSITY COLLEGE, Ibadan, Nigeria 


Applications are invited for the 
CHAIR OF BACTERIOLOGY 
Post carries honorary Consultantship to University 
College Hospital. Salary £3,400 per annum, Pas- 
sages paid for appointee, wife and up to five 
children under 11 years, on appointment, annual 
overseas leave and termination. Children’s, car 
and outfit allowances. F.S.S.U.  Part-furnished 
accommodation at rent not exceeding 7.7% of 
salary. Detailed applications (12 copies), naming 
three referees, by January 1, 1962, to Secretary, 
Senate Committee on Colleges Overseas in Special 
Relation, University of London, Senate House, 
London W.C.1, from whom further particulars 
may be obtained. (8364) 


UNIVERSITY OF MALAYA IN SINGAPORE 


Applications = invited for the 
CHAIR OF ANATOMY 
Salary between £2,268 and £2.548 per annum, at 
fixed point determined by qualifications and experi- 
ence. Allowances : expatriation £378 per annum, 
cost of living (temporary) in range £210 to £560 
per annum. Passages for appointee, wife and 
children not exceeding 12 years. Partly furnished 
house/flat at reasonable rent. Provident fund 


scheme. Detailed applications (eight copies), 
naming three referees, by January 15, 1962, to 
Secretary, Inter-University Council for Higher 
Education Overseas, 29 Woburn Square, London 
W.C.1, from whom further particulars may be 
obtained. (8365) 


| 
7 


j 
4 


Nov. 25, 1961 


BRITISH MEDICAL JOURNAL 


65 


Oversea (Vacant)—contd. 


UNIVERSITY OF MELBOURNE 


DIRECTOR OF PHYSICAL EDUCATION 

Applications are invited for the above position. 
Applicants must hold a university degree and have 
had teaching and administrative experience in 
physical education. 

The salary will be £A.3,100 per annum. Up to 
£A.100 per annum extra may be granted to an 
appointee with medical qualifications. 

Further information and conditions of appoint- 
ment may be obtained from the Secretary, Associa- 
tion of Universities of the British Commonwealth 
(Branch Office), Marlborough House, Pall Mall, 
London S.W.1. 

Applications Pg in Australia and London on 
December 31, 1961. (8445) 


U.S.A. MUHLENBERG HOSPITAL, PLAIN- 
FIELD, N.J. Fully accredited internship, 440-bed 
hospital, 25 miles from New York City. Teaching 
programme directed by Johns Hopkins faculty mem- 
ber. $250 monthly stipend, plus full maintenance. 


Transportation advanced. E.C.F.M.G. required. 
Inquiries to Director. (8295) 
VIRGINIA. PROGRESSIVE PSYCHIATRIC 


Hospital. Fully approved for two years’ training 
programme, psychodynamically oriented, empha- 
sizes individual supervision and provides broad 
experience in psychotherapy of in-patients and out- 
patients. Multidiscipline, active affiliation with 
Medical College of Virginia. Residents participate 
in teaching and research. Exchange programme. 
Salary $8,044. Send full résumé in first letter to 
Theodore G. Denton, M.D., Superintendent, Cen- 
tral State Hospital, Petersburg, Virginia. 


VIRGINIA. WANTED, HOSPITAL PHYSICIANS 
for progressive psychiatric hospital approved for 
psychiatric residency training and affiliated with 
medical school. Applicants must have certification 
by Educational Council for Foreign Medical 
Graduates. No psychiatric experience required. 
Exchange Visitor Programme. Starting salary 
$8,040. Send full particulars to Theodore G. Den- 
ton, M.D., Superintendent, P.O. Box 271, Peters- 
burg, Virginia. (8420) 


WAIKATO HOSPITAL BOARD 
Hamilton, New Zealand 


RADIOLOGIST 

Applications are invited from qualified medical 
practitioners, possessing a Diploma in Diagnostic 
Radiology, for the position of Radiologist, Waikato 
Hospital, Hamilton. The salary will be that ap- 
plicable to a Junior Specialist, scale (c) £1,900/ 
£2,300, or Senior Specialist, scale (b) £2,450/ 
£2,800, and the actual scale applicable to the 
appointee and the commencing and maximum rate 
within such scale will be determined by the Medical 
Officers’ Salaries Grading Committee as constituted 
under the Regulations in accordance with the ex- 
perience, qualifications, status and ability of the 
successful applicant. Conditions of appointment 
and official application form are obtainable from 
the office of the Secretary, Waikato Hospital 

Board, P.O. Box 934, Hamilton, New Zealand. 
(8058) 


WANTED. FULL-TIME HOUSE PHYSICIAN, 
acute care 145-bed general hospital, available at 
once. Graduate of approved school with at least 
one year approved internship. Salary $700 per 
month. E.C.F.M.G. and Immigrant Visa _neces- 
sary. Good possibility for applicant to eventually 
set up private practice in surrounding area of rural 
Delaware. For further information contact G. R. 
Lorenz, Administrator, Milford Memorial Hospital, 
Inc., Milford, Delaware, U.S.A. (8527) 


WANTED, PSYCHIATRIST TO HEAD A 
community mental health centre in Sydney, Nova 
Scotia, Canada. Salary $11,000, with four annual 
increments of $500 each. Opportunity for private 
practice. Other information promptly supplied 
upon request.—Lewis MacMillan, Chairman, Men- 
tal Health Board, Provincial Building, Sydney. 
Nova Scotia, Canada. (6392) 


WILSON MEMORIAL — 
Johnson City, N.Y., U.S.A 


500-bed general hospital approved by the Com- 
mittee on Medical Education of the American 
Medical Association and Joint Commission on 
Accreditation of Hospitals for interns and residents 
in Medicine, Surgery, Paediatrics and Gynaccology, 
X-ray and Pathology. Training is supervised by 
the Department of Medical Education. Stipend, 
including lodging, uniforms and laundry, for in- 
terns $300 per month, first-year residents $325 per 
month. Apartments are available at a nominal 
cost. Exchange Visitor Programme Number 
P-11-854. For details apply Director of Medical 
Education. Wilson Memorial Hospital, Johnson 
City, New York. 


UNIVERSITY AND RESEARCH 


APPOINTMENTS, etc. 


INSTITUTE OF DENTAL SURGERY 
(University of London), Eastman Dental Hospital, 
Gray’s Inn Road, London W.C.1 


Applications are invited for the post of 
SENIOR LECTURER IN ORAL SURGERY 
The successful applicant will be cligible for con- 
sideration as honorary consultant to the Eastman 
Dental Hospital, and will be expected to participate 
in the postgraduate teaching of the Department of 
Oral Surgery, to assist in departmental research 
programmes, and to undertake research of his own 
choosing. The salary scale, which is subject to 
F.S.S.U., will be within the range of £2,000 to 
£2,700 per annum, with family allowance where 
appticable. Applications, giving names and 
addresses of three referees, should be sent to the 
undersigned not later than three weeks following 
the date of the appearance of this advertisement. 
—Jack R. Tayler, Secretary. (8161) 


MEDICAL, VETERINARY OR ZOOLOGICAL 
graduate, preferably with some experience in para- 
sitology or microbiology, required for survey work 
in connection with the collection and identification 
of protozoa and viruses’ in wild animals in Tropical 
Africa. The selected candidate will be required to 
undergo a preliminary course of training at the 
London School of Hygiene and Tropical Medicine 
with Professor P. C. C. Garnham and Dr 

Gordon Smith, and then to accompany a mamma- 
logist of the British Museum on one or more visits 
to Africa, each of several months’ duration, to 
collect the necessary specimens. The work is 
primarily designed to provide information on the 
role of wild animals as reservoirs of disease. 
Remuneration will be up to about £1,600 per annum 
(plus appropriate allowances when abroad), accord- 
ing to qualifications and experience. Apply to 
Professor P. C. C. Garnham, London School of 
Hygiene and Tropical Medicine, Keppel Street, 
London W.C.1. (8260) 


NORTHERN IRELAND HOSPITALS 
AUTHORITY 


APPOINTMENT OF TUTOR/REGISTRAR OR 
SENIOR TUTOR patentee REGISTRAR IN 
ATRY 
Applications are invited for a whole-time post as 
Tutor/ Registrar or Senior Tutor/Senior Registrar in 
Psychiatry at teaching hospitals in Belfast for the 
period ending July 31, 1962. The appointment will 
be made jointly by the Queen's University, Belfast, 
and the Authority, and will involve teaching and 
other university duties as Tutor. Apptications 
should be made on a form which may be obtained 
(with further particu'ars) from the Secretary, 
Northern Ireland Hospitals Authority, 27 Adelaide 
Street, Belfast 2, and which must be returned so 
as to be received not later than December + 
87) 


UNIVERSITY OF DURHAM 


The Medical School, King’s College, 
Newcastle upon Tyne 


Applications are invited from graduates in Bio- 
logical Sciences or Biochemistry, with interests in 
tissue culture and electron microscopy, for the 
post of Research Associate in cancer research and 
related problems, working in the Department of 
Pathology. A_ suitable candidate would be en- 
couraged to read for a Ph.D., but applicants 
already bolding a higher qualification will have 
an advantage. Salary £500 to £1,200 per annum, 
according to qualifications and experience. Ap- 
plications, including the names and addresses of 
three referees, should be submitted, as soon as 
possible, to the Professor of Pathology, who will 
supply further particulars. (8465) 


THE MEDICAL COLLEGE OF 
ST. BARTHOLOMEW’S HOSPITAL 
West Smithfield, E.C.1 


Applications are invited from medically qualified 
gentlemen for the post of 
DEMONSTRATOR (Junior Lecturer) in Anatomy 
Duties to commence on January 1, 1962, or as 
soon thereafter as possible. Appointment may be 
made on a whole- or part-time basis. Salary 
scale £950 by £50 to £1,150 per annum, plus 
children’s allowance and F.S.S.U. membership. 
Application forms, returnable by December 31, 
1961, may be obtained from the Secretary of the 
Medical College. (8418) 


COUNCIL OF EUROPE 


MEDICAL FELLOWSHIPS, 1962 

The Council of Europe is again offering a num- 
ber of Medical Fellowships, some of which will be 
given to doctors of the United Kingdom. These 
Fellowships afford opportunities for the holders 
to study medical, surgical and public health 
techniques in which they are interested in other 
European countries. They are tenable normally 
for a period of not less than three months, and 
not greater than 12 months. The Council will pay 
Fellows a monthly allowance of 850 new French 
francs (£60 approximately), together with all travel- 
ling expenses. Interested doctors are invited to 
obtain application forms and any further informa- 
tion they need from the Secretary, Ministry of 
Health Division 1.F.A., Savile Row, London W.1. 
The closing date for the return of completed ap- 
plication forms is January 6, 1962. Applicants 
who have been unsuccessful in previous years may 
re-submit applications. (8491) 

THE MEDICAL COLLEGE OF 


ST. BARTHOLOMEW’S HOSPITAL 
West Smithfield, E.C.1 


Applications are invited for the post of 
LECTURER IN ANATOMY 

from medical graduates of at least two years’ 
standing, with experience in teaching and research. 
Duties to commence as soon as possible. Salary 
on scale £1,250 by £100 to £1,850, plus £60 London 
allowance, together with children’s allowance and 
membership of the F.S.S.U., the starting point 
thereon to be determined by teaching and research 
experience. Application forms, which should be 
returned not later than December 31, 1961, may be 
obtained from the Secretary of the Medical College. 

(8419) 


PERSONAL 


CHRISTMAS CARDS FROM THE COCKLANDS 
Press, Burford, Oxford. Wood — engravings, 
colour prints, etc. Approval post free. ‘Prices 
from 3d. Overprinting a speciality. 


ISRAEL PROMISES YOU ENTHRALLING 
holiday interest and lavish entertainment .. . 
modern amenities and sports set in an environment 
where history is embedded in the very ground. 
Write to Dept. N2, Israel Government Tourist 
Office, 59 St. James’s Street, London S.W.1. Hyde 
Park 2431 


YOUNG/MIDDLE-AGED DOCTOR’S WIDOW 
or similar required as companion-help for elderly 
lady in Hertfordshire. Driver an advamage. No 
cooking. Not isolated. Other help kept. Inter- 
view London or country.—Box 1434, B.M.J 


NOTICES 


APPLICANTS ARE ADVISED NOT TO SEND 
original testimonials when replying to advertise- 
ments. Copies will serve the purpose quite as 
well, and in the event of their being lost or 
mislaid no inconvenience will ensue. 

PREGNANCY DIAGNOSIS BY THE XENOPUS 
method. 24-hour service. Send specimen of 
urine and fee. Haematological, Biochemical, Flame 
Photometry.—Welbeck Biological Laboratories, 26 
Park Crescent, Portland Place, W.1. MUS 5386/7. 


ROYAL COLLEGE OF SURGEONS 
OF ENGLAND 
Court of Examiners 

Notice is hereby given that the Council, on 
January 11, 1962, will elect two Members of the 
Court of Examiners to examine in General Surgery. 
The Examiners retiring in rotation (Mr. Clive 
Butler and Mr. S. H. Wass) are not eligible for 
re-election. Other Examiners in Surgery who have 
retired in rotation during the past twelve months 
are Mr. James, Mr. D. Ioan-Jones, and 
Professor D. M. Douglas. Fellows of the College 
desirous of becoming candidates for the office must 
make application, in writing, to the Secretary on 
or before December 5, 1961.—Kennedy Cassels, 

Secretary, Lincoln’s Inn Fields, London W.C.2. 
(8506) 


EDUCATIONAL AND LECTURES 


CORRESPONDENCE COACHING FOR’ THE 
London and Edinburgh M.R.C.P. We help with 
the clinical too.—Write J. Arnold, 189 Regent 
Street, W.1. 


UNIVERSITY OF £DINBURGH 


CHAIR OF THERAPEUTICS 

The University Court invites applications for the 
Chair of Therapeutics, which will fall vacant at 
September 30, 1962, through the retirement of 
Professor Sir Derrick M. Dunlop. The terms and 
conditions of appointment may be obtained from 
the undersigned, with whom applications (12 
copies), giving the names of two referees, should 
be lodged not later than January 6, 1962. Over- 
seas candidates may submit one copy of their 
application.—Charles H. Stewart, Secretary to the 
University. (8454) 


POSTAL COACHING FOR ALL MEDICAL 
EXAMINATIONS. Examination successes, 1947- 
1960 : M.R.C.P.Lond., 231 ; F.R.C.S.Eng., Final, 
375 ; M. and D.Obst.R.C.0.G., 449 ; D.A., 325: 
D.C.H., 247 ; University or Conjoint Finals, 721. 
Up-to-date courses for the above and for the 
Primary F.R.C.S., M.R.C.P.Edin., F.R.C.S.Edin., 
D.P. F.F.A., D.P.M., D.O., DLO., 

D.T.M.&H., D.M.R.D., and D.M.R.T. (Part 2). 
Assistance with M.D. thesis. Prospectus, list ot 
tutors, etc., on application to G. E. Oates, M.D., 
M.R.C.P.(Lond.), University Examination Postal 
Institution, 17 Red Lion Square, London W.C.1. 
"Phone HOLborn 6313. 
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CARDIOLOGY 


BRITISH POSTGRADUATE MEDICAL FEDERATION 
(University OF LONDON) 
35 Wimpole Street, W.1. 


Special Course for -- oe to be held at the National Heart Hospital, Westmoreland Street, W.1, 


from MARcH 19 To 23, 
MONDAY, 19 


Lecture: Some General Principles of Cardiological Dr. EVAN BEDFORD 


Problems of Bacterial Dr. GRAHAM HAYWARD 


9.30 a.m. 
Diagnosis 
Lecture: Life History of Ventricular Septal Defect Da. Woop 
2.15 p.m. Clinical Demonstration: 
Endocarditis 
4.30 ,, Panel Discussion: Treatment of Mitral Valve Disease Dr. EvAN BEDFORD 


Y, 20 


(in the Chair) 
Dr. GRAHAM HAYWARD 
Da. RICHARD EMANUEL 
Mr. O. S. Tusss 


30 Lecture: Dyspnoe Da. GRAHAM HAYWARD 
Symposium: Heart Failure: 
(1) Mechanisms .. Dr. LawsON MCDONALD 
(2) Treatment Dr. AuBREY LEATHAM 
2.15 p.m. ~~ Clinical Demonstration Dr. PauL Woop 
4.30 , Panel Discussion: Treatment of Aortic Valve Disease Dr. PauL Woop 
(in the Chair) 
Da. AUBREY LEATHAM 
Dr. LAWsON MCDONALD 
Mr. DONALD Ross 
MARCH 21 
9.30 a.m Lecture: Epidemiology of Ischaemic Heart Disease PROFESSOR J. N. MORRIS 
Clinical D:=:monstration: Principles of Auscultation R. AUBREY LEATHAM 
2.15 p.m. Clinical D:mnonstration: Myocardial Dr. WALLACE BRIGDEN 
4.30 Clinico-Pathological Conference oe Da. WALLACE BRIGDEN 


22 
.30 a.m Lecture: Electrocardiography 
Pr Clinical Demonstration: 


Hypertension 


Dx. RICHARD EMANUEL 
Mr. W. P. CLELAND 
Dr. REGINALD HUDSON 


Dr. WALLACE BRIGDEN 
Dr. Lawson MCDONALD 


Clinical Demonstration: Atrial Septal Defec + Dr. EvAN BEDFORD 
(1) Coronary Angiocardiography Dr. AuBREY LEATHAM 
2) Dye Dilution Techniques... : Dr. RICHARD EMANUEL 


3} Investigation of Clotting Mechanisms |. Dr. LAwsonN MCDONALD 


FRIDAY, MARCH 23 
9.30 a.m. es Lecture: Hypertension 
Demonstration: 


(1) Film: Development of the Heart 
(2) Angiocardioeraphy in Congenital Heart Disease Dr. J 
(3) Cineangiocardiography in Mitral and Aortic 


Valve Disease 

Clinical Demonstration 
Panel Discussion: 
Ischaemic Heart Disease 


Diagnosis and Treatment of 


ProressoR MAX ROSENHEIM 
Dr. REGINALD HUDSON 

N. PATTINSON 

Dr. K. E. JEFFERSON 


Dr. RICHARD EMANUEL 


Dr. GRAHAM HAYWARD 
Dr. WALLACE BRIGDEN 


There is a registration fee of 5 guineas for the Course. Applications should reach the Dean, Institute 
of Cardiology. 35 Wimpole Street, London W.1, by December 9, 1961 


EDINBURGH POSTGRADUATE BOARD 
FOR MEDICINE 


COURSE IN CHEST DISEASES 

A short intensive course in Chest Diseases will 
be held in Edinburgh from June 4 to 8, 1962, 
inclusive, organized by Professor J. W. Crofton. 
The detailed programme is not yet complete, but 
this will include : Control of Tuberculosis; Drug 
Resistance in Tuberculosis; Treatment of Patients 
with Organisms Resistant to the Standard Drugs: 
Epidemiology, Social Aspects and Treatment of 
Chronic Bronchitis; Asthma; Sarcoidosis; Fungus 
Diseases of the Lung; Interstitial Lung Disease; 
The Physiology of the Bronchi; The Physiology of 
the Lung, including the Pulmonary Circulation. 
The course is designed for graduates of Consultant, 
S.H.M.O., or equivalent University grades, and will 
be limited to 30. Applications should be sub- 
mitted to the Director of Studies, Edinburgh Post- 
graduate Board for Medicine, Surgeons’ Halli, 
Edinburgh 8. The fee for the course will be £15, 
payable to ‘* The University of Edinburgh.” 


GLASGOW POSTGRADUATE MEDICAL 
BOARD 


COURSE IN PSYCHOLOGICAL MEDICINE 

A two-term, part-time course has been organized 
to run during the Candiemas and Whitsun Terms 
(January-June), 1962. The course is designed to 
supply formal training for graduates who intend 
to specialize in psychiatry and is suitable for candi- 
dates preparing for the examination for the Dip- 
loma in Psychological Medicine of the Scottish or 
English Conjoint Examining Boards, but is open to 
all registered medical practitioners. The instruc- 
tion will amount to ten hours per week given on 
Monday, Tuesday and Thursday afternoons and 
Saturday mornings. During the Candicmas Term, 
instruction will be provided in disciplines basic to 
psychiatry. During the Whitsun Term, instruction 
will be on clinical subjects and students will attend 
various psychiatric hospitals. The fee for the 
course is For further details application 
should be made to the Director of Postgraduate 
Medical Education, the University, Glasgow W.2. 
(8529) 


POSTGRADUATE STUDY.—Diploma in Anaes- 
thetics ; Diploma in Psychological Medicine ; Dip- 
loma in Ophthalmology ; Diploma in Radiology ; 
Diploma in Laryngology; Diploma in Child Health; 
F.R.C.S.Ed. and all Surgical Examinations. 
M.R.C.P.Lond. and all Medical Examinations. 
M.D. thesis of all Universities. Courses for all 
qualifying examinations. Complete guide to 
Medical Examinations sent free on application. 
Applicants should state in which qualification they 
are interested. Address Secretary, Medical Corre- 
spondence College, 19 Welbeck Street, London W.1. 


INSTITUTE OF UROLOGY 
IN ASSOCIATION WITH ST. PETER’S, ST. PAUL'S AND ST. PHILIP'S HOSPITALS 


EK-END COURSE ON 
** RECENT ADVANCES | IN UROLOGY” December Ist to 3rd, 1961 


Fri., 2.0 p.m. Operating Session .. 
Dec. 1 g9,, Lecture, Carcinoma of the 
Bladder 

Sat., 10 a.m. to Lecture, Renal Biopsy 

Dec. 2 if a.m. 
11.39 a.m. Lecture, The Investigation of 
to 12.30 p.m. Cases of Renal Stone 
2-3 p.m. 


Lecture, Pyelonephritis and 
Reflux 


3.30 p.m.to Lecture, Hypertension and 
4.30 p.m. Renal Surgery 
Sun., 10 a.m. to Lecture, Diagnostic Methods 
Dec. 3 11 a.m. in Radiology 


11.30 a.m. Lecture, Surgery of the Pros- 
to 12.30 p.m. iw 
2-3 p.m. Lecture (with film). The Use of 


the Artificial Kidney 


3.30 p.m.to Lecture, Hypotensive Anaes- 
thesia 


4.30 p.m. 


Mr. H. G. HANLeY .. St. Paul’s Hospital 
Mr. D. M. WALLACE Institute of Urology 
Dr. A. M. Joekes Institute of Urology 
Dr. A. R. HARRISON .. Institute of Urology 
Mr. D. I. WILLIAMS Institute of Urology 
Mr. K. OWEN Institute of Urology 
Dr. D. Epwarps Institute of Urology 
Mr. A. W. BADENOCH Institute of Urology 
Pror. R. SHACKMAN .. Institute of Urology 


Dr. R. I. BODMAN.... Institute of Urology 


Fee for the ome, 5 guineas. Applications to the Secretary, Institute of Urology, 10 Henrietta Street, 
W.C.2. 


Covent Garden, 


FULL AMERICAN BOARD-APPROVED TRAIN- 
ING programme is available at University Teaching 
Hospital. Applicants must have E.C.F.M.G. certi- 
ficate. Apply to Director of Pathology, Western 
Reserve University, at Cleveland Metropolitan 
General Hospital, 3395 Scranton Road, Cleveland 
9, Ohio, (9335) 


THE SOCIETY FOR MEDICAL AND DENTAL 
HYPNOSIS 


(formerly Dental and Medical Society for the Study 
of Hypnosis and Hypnotherapy Group) will hold 
an Intensive Week-end Study Group in London 
on the “ Theory and Practice of Hypnosis ”’ on 
December 2 and 3, 1961. Medical practitioners 


are invited to apply to the Secretary, Society for 


Medical and Dental Hypnosis, Manson House, 26 
Portland Place, Wa. 


TRAINING SERVICE 
FOR MEDICAL PRACTITIONERS 


The Family Planning Association arranges 
Training Courses oe Britain as follows : 
P. 


Three Lectures : 
(a) Contraceptive Technique. 
(b) The Sub-Fertile Couple. 
(c) Sex Difficulties in Marriage. 
A Demonstration Session. 


ART 2 
Practical work at F.P.A. Training Clinics. 


London : January 15, 1962. 
Manchester : February 20, 1962. 
Details and application forms from: The Medical 
Secretary, Family Planning Association, 64 Sloane 
Street, London S.W.1. 


ROYAL COLLEGE OF PHYSICIANS 
OF LONDON 


Kenneth David Keele, M.D., F.R.C.P., will 
deliver the FitzPatrick Lectures on Tuesday and 
Thursday, December 5 and 7, 1961, at 8.30 p.m., 
at the College, Pall Mall East, London S.W.1. 
Subjects : ‘* Evolution of Clinical Methods in 
Medicine.” 3. ‘“* The Impact of Science oa 
Clinical Methods.” 4. “ Vision in Clinical 
Medicine.””, Any member of the medical profession 
admitted on presentation of doctor's card. By 
order of the President.—Kenneth Robson, ae. 

(8383) 


THE UNIVERSITY OF SHEFFIELD 


COURSE IN DERMATOLOGY 

A course in Dermatology for general practitioners 
will be held from Monday to Friday, April 9 to 
13, 1962, at the Rupert Hal'am Depar:ment of 
Dermatology, Sheffieid Royal Infirmary. The course 
will have special reference to common skin ailments 
encountered in general practice. The fee is five 
guineas, and accommodation at one of the Univer- 
sity’s Halls of Residence will probab!y be available 
at a moderate additional charge. N.H.S. practi- 
tioners are (subject to certain conditions) eligible 
to have the course fee paid on their behalf and 
to receive also certain allowances (travelling ex- 
penses, subsistence, locum fees), As the number 
who can be accepted is limited, enquiries and 
applications (stating whether or not the latter are 
made under the Scheme for N.H.S. practitioners, 
and whether residential accommodation is desired) 
should be addressed as soon as possibie to the 
Dean of the Faculty of Medicine, The University, 
Sheffield 10, (8177) 


UNIVERSITY OF LONDON 


A course of three lectures entitled ** Current Foci 
of Research in Mathematical Bchaviour Theory * 
will be delivered by Professor W. K. Estes 
(Indiana) at 6 p.m. on December 4, 7 and,Il1, at 
University College (Anatomy Theatre), {Gower 
Street, W.C.1. Admission free, without ticket.— 
James Henderson, Academic Registrar ~ (8492) 


2.15 
4.30 
4.30, we Dr. EvAN BEDFORD ‘ 
: (in the Chair) 
Dr. Woop 
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BIOCHEMISTS 
Cardiff Hospital Management Committee 


St. David’s Hospital—Group Laboratory 


Applications invited for post of 
Biochemist (Senior grade) 

Successful applicant will be in charge of Chemical 
Pathology Laboratory and will work in association 
with Consultant Pathologists. Full information 
available on request. Form of application from 
Group Secretary, 44 Cathedral Road, 

( ) 


SITUATIONS VACANT 


Lay Psychotherapist (part-time) with considerable 
experience required for the adolescent unit at 
St. Ebba’s Hospital, Epsom, Surrey. The appoint- 
ment will be on the basis of 4/5 half-day sessions 
a week. Salary dependent on qualifications and 
experience. Applications to be sent immediately 
to the Group Se:retary, St. Ebba’s and Belmont 
Group Hospital Management Committee, Group 
Office, Belmont Hospital, Brighton Road, Su'to. 
Surrey. (8540) 


Roscommon County Council 


Chartcred Physiotherapist Required 

Applications are invited for the temporary post 
of Chartered Physiotherapist. Salary according to 
local scale. Full particulars as to prescribed quali- 
fications and duties, together with official applica- 
tion form, may be obtained from the County 
Secretary, Courthouse, Roscommon, with whom 
completed applications must be lodged not later 

than 5 p.m. on Thursday, December 21, 1961. 
(8528) 


DISPENSERS, SECRETARIES, ETC. 
VACANT 
Resident Receptionist required for group prac- 
tice, three doctors, Swindon area. Reception and 
telephone duties. Full-time secretary employed. 
— rent-free flat above surgery.—Box 1539, 
MJ. 


DISPENSERS, SECRETARIES, ETC. 
AVAILABLE 


Highly competent Secretary available for tem- 
— or part-time work, London.—Box 1540, 


Doctors requiring applications, theses copied, 
write Manton (Westminster) Ltd., 153 Victoria 
Street, S.W.1 (Victoria 0141), who are specialists. 


CONSULTING ROOMS, ETC. 
WANTED 


PREMISES WANTED FOR DENTAL PRAC- 
=e London W.4 or W.6 preferred.—Box 1538, 


Readers frequently desire to refer to 
advertisements concerning appliances, pre- 
Parations, etc., which have appeared in 
earlier issues of the Journal. 

The Advertisement Manager can supply 
Particulars at any time. 

In dealing with written inquiries, especi- 
ally from overseas, correspondents are, 
wherever possible, put in direct contact 
with the advertisers in whose products they 
are interested. 


Write : Advertisement Manager, 
British Medical Journal, 
B.M.A. House, 

Tavistock Square, 
London W.C.1. 


HOUSES AND PROPERTY 


The possibility of opening up a practice is NOT 
implied .by the appearance of an advertisement 
under this heading. 


S. CROYDON. EXCEPTIONALLY WELL-CON- 
STRUCTED, purpose-built professional residence 
on main road, close S. Croydon Station, in good 
residential area. Two floors only, five beds, bath- 
room, lounge hall, two receps, consulting room, 
cloakroom, dispensary, pantry, kitchen, scullery. 
Pleasant garden. £5,975 freehold.—Blake, Son & 
Williams, 51 High Street, CROydon 7155. 


ACCOMMODATION, 
HOLIDAYS, ETC. 


ON THE MILD DEVON COAST. LADY WITH 
great understanding for difficult people or elderly 
gentlefolk will share her delightful home with a 
few persons in need of rest. Private bathroom 
can be arranged. From 12 gns. per weck.—Box 
1537, B.M.J. 

THAMES CRUISERS FOR HIRE. NONE 
smarter, cleaner, nor better equipped. Experience 
unnccessary.—Willis Cruisers Ltd., Litthemore, 
Oxford. Tel. 77371. 

5-ROOMED FLAT IN GREAT CUMBERLAND 
Place. Ground floor and basement. Rent £500 
per annum exclusive. Moderate price for 4} years’ 
lease, or would let one large room.—’Phone 
AMB 4881. 


MISCELLANEOUS 


WANTED. B.M.J."S AND LANCET’S FOR THE 
past 10 years (complete if possible). Will collect, 
if reasonably near Manchester.—Dr. Forster, Urms- 
ton, Manchester. Tel. URM 2571. 


ALL MAKES—FULL GUARANTEES 
124% off: Furniture, Washers, Friges, Sewing 
Machines, Hi-Fi, Typewriters, ec. 15% off Tape 
Recorders, 10% Power Tools. CARPETS: 15%. 
(Free Delivery U.K.) Warehouses Main Provincial 
Centres (Carpets only). 

EVERYTHING ELECTRICAL 
London Area only: Scooters, Tyres, Furs (15%), 

T.V. (10%), Radiograms. 

H.P., also Interest Free Credit. Free Delivery 
London 10-mile radius, nominal charge elsewhere. 
Send s.a.e. for details, quoting membership, to: 
SPECIAL SALES SERVICE, 
Room 203, 2nd Fioor, Victoria House (main 
entrance Liverpool Victoria Ins. Co. Ltd.), 
Southampton Row, London W.C.1. 
Nr. Holborn Tube. Tel. CHAncery 4038-2270. 


BRASS AND BRONZE NAMEPLATES NEATLY 
engraved, proofs submitted.—G. Maile, 7A Bay- 
ham Street, N.W.1. EUSton 7252/3. 

BRASS, BRONZE, PLASTIC NAMEPLATES. 
Send size and lettering for free proof.—Abbey 
Craftsmen, Abbey Works, 109a Old Street, 
London E.C.1. CLE 3845. 


Just Published 


DRUGS IN THE TREATMENT OF DISEASE 


Medium 8vo. 570 pages. Price 35s. (by post 36s. 9d.) 


An authoritative guide to the use and comparative efficacy of many drugs developed 
in recent years. It assists the practising doctor to compare the newer drugs with 
each other and with those older remedies that are still the best of their kind. 


Information is also given regarding toxic and side effects. 


Compiled from the series of articles published in the British Medical Journal, the 
book presents an up-to-date, indexed, authority on medicinal treatment — of con- 
siderable help to the doctor in choosing the best drug for his patient. 


Send for your copy to: 


Publishing Manager 


BRITISH MEDICAL ASSOCIATION 
B.M.A. HOUSE, TAVISTOCK SQUARE, LONDON, W.C.1 


or your usual bookseller 


| 
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CHARGES FOR CLASSIFIED ADVERTISEMENTS 
CIRCULATION 87,500 


To economize in paper, bookkeeping entries, and avoid delay. please send payment with advertisement 
addressed 


Advertisement Manager. 
British Medical Journal,” 
B.M.A. House, Tavistock Square, London W.C.1. 

Members should include the word ** MEMBER “ underneath their signature. 

Every effort wil be made to include * Hospital’? and * Small” advertisements in the forthcoming 
issue p-ov'ded they reach this office by not later than first post on the THURSDAY of the week preceding 
date of issue. 

Cancellation of advertisements cannot be accepted if received after 2 p.m. on the Friday of the 
week preceding da.e of issue (issues affected by public holidays excepted). 

DO PLEASE WRITE ADVERTISEMENTS AND 
NAME AND ADDRESS CLEARLY IN BLOCK LETTERS 


APPOINTMENTS 
HOSPITALS 
PUBLIC HEALTH 


SITU pa Minimum charge £1 16s. for 4 lines (display rules 
counting as lines). 9s. a line thereafter. 
UNIVERSITY AND Box number address forms part of the advertise- 
RESEARCH ment and counts as 6 words (1 line). An additional 
EDUCATION: AL AND ls. is charged to cover box fee and addressing and 
LECTURES postage of replies. 


SCHOLARSHIPS 
NURSING HOMES 
PRACTICES (Exec. Councils) 
MEDICAL AGENTS ) : 
MEMBERS—PER INSERTION 

With Box No. 


PRACTICES 18 words 18s. (minimum charge) 12 words 1s. (minimum charge) 
PARTNERSHIPS 24 4 24s. 18 
ASSISTANTSHIPS 30» «630s. | 24 . 3is, 
LOCUMS Additional words : 6s. for each 6, or less 

> 
NON-MEMBERS—PER INSERTION 


(for use of members only) ' 
With Box No. 
CARS. ARIES, 18 words 6d. (min. charge) words 6d. (min. charge) 
MISCELLANEOUS 30 64. 24 
: Additional words: 7s. 6d. for each 6, or less 


PERSONAL PER INSERTION 
NOTICES — | With Box No. 
3 2 w 37s. ini h 
CRUISES AND TOURS | words (minimum charge) +4 charge) 
MOTOR CARS (TRADE) 60s. | 24 
° MISCELLANEOUS _ Additional words: 12s. for each 6, or less 


ACCOMMODATION, 
HOLIDAYS, etc. 
CONSULTING ROOMS 
HOUSES, ETC. 
NURSING AGENTS |" | 24 46s. 


PER INSERTION 


| With Box No. 
18 words 27s. (minimum charge) 12 words 28s. (minimum charge) 
24 36s. | 18 37s. 


SECRETARIAL AGENCIES 

IYPING AND Additional words: 9s. for each 6, or less 
DUPLICATING = 

DISPENSERS PER INSERTION 

NURSES | | With Box No. 

HOUSEKEEPERS | Seeking 18 words 12s. (minimum charge) | 12 words = (minimum charge) 

RECEPTIONISTS posts | « | 7s. 


30. «=. 20s. 24 


SEC.-TYPISTS 3 
Additional words: 4s. for each 6, or less 


SEMI-DISPLAYED ADVERTISEMENTS are charged £8 per single parenen inch and pro rata. 


MEMBERS ABROAD. Copies of vacancies advertised in the “ Journal” can be sent by AIR 
MAIL. The minimum cost is 3s. per week, which covers up to three separate headings; additional 
headings Is. each. Please state type of vacancy and remit to the Advertisement Manager, B.M.J. 


Every effort is made to ensure the accuracy of diveninements appearing in the Journal. No 
recommendation is implied by acceptance, and the British Medical Associetion reserves the right to refuse 
or interrupt the insertion of any advertisement. 


REPLIES TO BOX NUMBERS. “The names and addresses of advertisers under box numbers are 
held by us in strict confidence and cannot be disclosed. Each Box No. should be addressed separately. 
Two or more replics can be enclosed in one envelope, addressed to the Advertisement Manager. They 
will be forwarded to the advertisers in plain envelopes. 


Advertisement Manager, British Medical Journal, B. B. M. re House, Tavistock Square, London W.C.1. 


Telephone: Euston 4499. Telegrams : Britmedads, Westcent, London. 
Miscellaneous—contd. COCKADE CARPET COMPANY. 20% DIS- 


" COUNT Axminster, Wilton, Broadlooms, Indians. 
BRONZE NAMEPLATES WITH CREAM All grades and qualities. City showrooms, London, 
enamel lettering. Send size and lettering for esti- Manchester. Apply for introduction card from 
mate.—Osborne, 117 Gower Street, London W.C,1. Admin. Office, 36 York Road, Ilford, Essex. 
COHAR FOR CARPETS” OFFER 20% Ilford 3649. Free delivery. 

Jiscoumt all leading makes. Can be seen at : aE 

showrooms—London, Birmingham, Manchester, | CHESTER 1, for fine ar manufacturers 
Edinburgh, Nouingham, Dundee, Aberdeen, New- | prices. Walk round our three large showrooms 
castle, Cardiff, Liverpool, Dublin. Refrigcrators, which are open daily until 6 p.m (Wednesday and 
15%. | Saturday included). We are stockists of all the 
Telephones Glasgow. 8325 | iatest. designs of furniture, carpets, mattresses, 
divans. 10-year guarantee. Also all domestic 
clectric equipment, etc. Special concession and 
NAMEPLATES. BRONZE, BRASS, PLASTIC. credit facilities to members of the medical profes- 
Rubber Stamps. Estimates free.—Austin Luce sion. Write to us for whatever you want—we can 
and Co., 19 College Road, Harrow, Middlesex. supply. No other introductions required. Tet. 
HATch End 6680. CEN 0638. 


CARPETS. 20% DISCOUNT ON ALL MAKES, 
British and Oriental. Fitted our specialty. Quota- 
tions sent on request for any make. London and 
Manchester showrooms. Free delivery. Apply for 
introduction card.—G.L. Carpet Co., 7 Lens 
Road, London E.7. GRAngewood 5185. 
FRANKLAND’S FAMOUS VITAL PULSE 
“* Regd" Watches are guaranteed 10 years. 20% 
cash discount to doctors. Catalogue on request. 
Monthly terms available.—E. J. Frankland & Co., 
Ltd., Frankland House, South Godstone, Surrey, 
or New Bridge Street House, 30/34 New Bridge 
Street, Ludgate Circus, E.C.4. 


G, F. ELECTRICAL 
RODney 7709 
87 Rosemary Road, Peckham, S.E.15 


124% Discount for Cash to members of 
the medical profession 


@Tape Recorders @ Refrigerators 
@Washing Machines @Spin Dryers, etc. 


HOMES 


BOWDEN HOUSE 


HARROW -ON-THE-HILL, MIDDLESEX 
Fstablished in 1911. Tel.: BYRon 1011 and 4772 
(Incorporated Association not carried on for profit) 

A private clinic for the treatment of patients 
suffering from early nervous disorders, alcoholism, 
and drug addiction. The clinic is situated in six 
acres of grounds within half an hour of Central 
London, and can accommodate +25 in-patients and 
an additional number of day paticnts. It is staffed 
by a resident medical officer and fully trained State 
Registered nurses. Specialist services are fully 
available when required. Apply Medical Director. 


HITCHAM PLACE, BURNHAM, BUCKS 
(Late Fenstanton, Christchurch Road, S.W.) 

A Private Home for the treatment of LADIES 
with Mental and Nervous Disorders. Psychotherapy, 
Physiotherapy, etc. A large Country Mansion with 
20 acres in Green Belt. Apply to Dr. Madeline R. 
Lockwood, Resident Physician Superintendent. 
Tel. : Burnham 624. Station : Taplow. 


HOLYROOD, SOUTH LEIGH, WITNEY 
Oxon (Witney 325) 

Anglican Medical Centre for nervous _ illness. 
Psychotherapy, studio for painting and modelling, 
dance movement. Chapel and Chaplain available. 
Non-institutional family life in country near Oxford. 
Apply Medical Director, Joan E. Mackworth, M.B., 
Ch.B., D.P.M. 


ST. ANDREW’S HOSPITAL 
FOR NERVOUS AND MENTAL DISORDERS 
NORTHAMPTON 


President : The Earl Spencer 
Medical Superintendent : 
Thomas Tennent, M.D., F.R.C.P., D.P.H., D.P.M. 

This private hospital receives patients, both male 
and female, suffering from nervous and mental 
disorders, including alcoholism and senile illnesses. 
The fees range from fourteen guineas per week. 
Private rooms with special nurses can be provided, 
either in the hospital or in one of the villas in the 
grounds. The hospital is situated in 130 acres of 
pleasant grounds, which provide all recreational 
facilities. These include a nine-hole golf course, 
sports ground, tennis courts, ctc. 

WANTAGE HOUSE 

This is a separate reception unit to which patients 
may be admitted. It is equipped for the complete 
investigation of nervous and mental disorders by 
the most modern methods. All forms of treatment 
are available. It contains laboratories for bio- 
chemical, bacteriological and pathological research. 

MOULTON PARK 

Some two miles from the main hospital is the 
farm of approximately 600 acres. Occupational 
therapy is a feature of this branch, and paticnts 
are given every facility for occupying themselves 
in farming, gardening, fruit growing, etc. 

BRYN-Y-NEUADD HALL 

The scaside home of the hospital is beautifully 
situated in a park of 330 acres at Llanfairfechan, 
amidst the finest scenery in North Wales. On the 
north-west side of the estate a mile of sca coast 
forms the boundary. Patients may visit this home 
for a short seaside change or for longer periods. 
The hospital has its own private bathing house 
on the seashore. 

For terms and further particulars apply to the 
Medical Superintendent (Telephone No. 34354, 
Northampton), who can be seen in London by 
appointment. 


Published by the Proprietors, the British Medical Association, Tavistock Square, London W.C.1, 


The Gainsborough Press, St. Albans. Printed in Great Britain. Entered as Second Class at New York, U.S.A., Post Office. 


and printed by Fisher, Knight & Co., Ltd., 
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THE DERMO-JET 


intradermal injections of all liquids without needle — 


without pain — without contact. 
No cartridges are needed 


Local anaesthesia permitting incision 


Sutures — punctures — 
ablation of cysts, removal 
of splinters, biopsies 


painless injections 


(i.v.; im.) 


all intradermal injections 
(isolated or in series) 
vaccinations: human and 


animal use 


Price: £14 
Model specially for dentists = £18 


Apply to Dr. Krantz, Ste Akra — 
Résidence Edouard Vil — PAU (B.P.) — France. 


Free membership of 


BETTER 
BUYING 
SERVICE 


is offered to all members of the Medical Profession 
enabling them to buy a wide range of first-class branded 
goods at large discounts. 


15% to 20% CARPETS, CUTLERY, SILVERWARE, FURS, 


VENETIAN BLINDS, ETC. 


10% to 15% FURNITURE, OFFICE FURNITURE & 


EQUIPMENT, LINO & FLOOR COVERINGS, T.V. 
SETS, RADIOS, CAR RADIOS, CAMERAS, TAPE 
RECORDERS, TAPES, RECORD PLAYERS, 
TYPEWRITERS, SEWING MACHINES, ELECTRIC 
RAZORS, TOASTERS, ELECTRIC KETTLES, 
REFRIGERATORS, PERCOLATORS, PRESSURE 
COOKERS, WASHING MACHINES, SPIN DRIERS, 
WATER HEATERS, VACUUM. CLEANERS, FIRES, 
LIGHTING, ELECTRIC BLANKETS, BLANKETS & 
LINEN, AIR CONDITIONING FANS, ETC. 


Leading makes available. H.P. facilities. 
Write or *phone for details and free membership : 


BETTER BUYING SERVICE 


56 Grosvenor St. London WI . MAY 8502 (10 lines) 
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WRONG METHOD 
ANY SHOE with external wedge. Any 
external wedge to heel disturbs plane 
of forepart and heel. 


BUTTRESSEO HEEL: 


RIGHT METHOD 


INNERAZE keeps sole and 
heel in perfect alignment. 


.»-do you recommend an external wedge on the shoes? 


But the wedges soon wear away; and very often 
the child is made to feel self-conscious because 
his shoes look different from other children’s. 
As the diagram on the left clearly shows, any 
external wedge to heel disturbs the planeof fore- 
part and heel. Surely it's more logical to have a 
wedge built-in between the inner and the outer 
sole—where it can correctly corset the foot, re- 
main invisible, and completely unaffected by 
wear or repair of the shoe. That is how Start-rite 
INNERAZE shoes are made—on remedial lasts 
specially adapted to accommodate the internal 
wedge. That is why they are the only practical 
and thoroughly effective solution tothis problem. 


Information from Mr. W. J. Peake, 
James Southall & Co. Ltd., Crome Road, Norwich. NOR 60A 


INNERAZE INVISIBLE WEDGE 
SHOES BY START-RITE 


(who make the finest children’s shoes of all types) 
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up to ten hours relief 
from one teaspoonful 
through ion-exchange release 


hours of relief from one dose 

because Pholtex contains pholcodine and pheny/toloxamine 
as ion-exchange resin complexes to give smooth and pro- 
longed effect — up to ten hours in many cases. 


more complete relief of unproductive cough 
because the cough depressant action of pholcodine is 
potentiated and reinforced by the antihistaminic and anti- 
spasmodic activity of phenyltoloxamine. 


economy of treatment 

because a 2 oz. bottle of Pholtex contains sixteen dcses 
— enough for one week's treatment for as little as 8d a day 
(basic NHS cost). 


dosage 
One teaspoonful (4 ml.) at minimum intervals of eight hours. 


composition 

One teaspoonful (4 ml.) contains pholcodine 15 mg. and 
phenyltoloxamine 10 mg. as resin complexes in a pleasantly flav- 
oured thixotropic vehicle. 


basic NHS prices 
2 fl.oz. 5/4 
20 fi. oz. 49/4 (dispensing pack) 


RIKER ) 
RIKER LABORATORIES 


DIVISION OF VANTOREX LIMITED 


LOUGHBOROUGH LEICESTERSHIRE 


Ulustration by courtesy ‘Radio Times, Hulton Picture Library’ 
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